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Ortho-Gynol vaginal jelly is available with the Ortho Vaginal Diaphragm and Diaphragm 
Introducer complete in one prescription unit. 
These handsomely packaged sets are also available as Ortho-Creme Sets (for those 
patients who prefer a cream to a jelly contraceptive). 
In sizes from 55-95 mm for convenient prescription wherever in the opinion of the 
physician, the combination of a chemical contraceptive and a secondary occlusive 
device is indicated. 


Literature and fitting instructions on request 


Ortho Pharmaceutical Limited 


HIGH WYCOMBE ° BUCKINGHAMSHIRE 
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SECONDARY AMENORRHEA AND _ INFERTILITY 


two paradoxical indications for 
combined 


PROGESTOGEN/CSTROGEN 
therapy 


Tablets of * Orasecron’ or injections of * Disecron’ are 
given for their withdrawal effect in the simple two-day 


treatment of econdary amenorrhoea. 


In the treatment of infertility where oestrogen as well a 
progestogen secretion may be inadequate, ‘ Orasecron ’ or 


‘ Disecron’ is given regularly from fertilisation until the 
sixth month of pregnancy to assist in the maintenance 


of the decidua. 


ORASECRON: tablets of ethisterone 10 mg. with ethinyl 


estradiol mg. for sublingual administration. 


DISECRON: injection of progesterone 12.5 mg. with oestradiol 


monobenzoate 2.5 mg. in 1 ¢.c. ampoules. 


Literature and Samples gladly supplied on request 


BRITISH SCHERING 


LIMITED 
229/231, Kensington High Street, W.8 


telephone: Western 81/11] 
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A NEW OXYTOCIC 


METHERGIN 


is a preparation of methylergometrine, a semi- 
synthetic ergot alkaloid. Methergin increases 
the frequency of uterine contractions and the 
tonus of the uterus and in this respect is 1.5—-2 
times as powerful as ergometrine. Furthermore, 
the duration of its oxytocic effect is prolonged, 
lasting up to 8 hours. No untoward effects on 
blood-pressure have been observed and Mether- 
gin can be administered even in septic cases. 
The introduction of this preparation thus marks 


a real advance in obstetrics. 


Tablets 


Ampoules * Oral Solution 


Literature and samples available on request 


SANDOZ PRODUCTS LIMITED 


134, Wigmore Street, London, W.1 
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THE MENOPAUSE 
Rapid 
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Lynoral derived from the natural oestrogen controls 
menopausal symptoms without side effects. It also 
has the advantage of simple oral administration. 
The mental depression commonly associated with 
the menopause is speedily relieved and the feeling 
of well-being induced is most striking. 


LYNO 


ETHINYL of SABLETS 


Tablets of 0.0! mz., 0.05 mg. and | mg. (scored) Tubes of 25. Bottles of 100. 


Literature on request 


RGANON asorarories 


BRETTENHAM HOUSE, LONDON, W.C.2 
Telephone : TEMple Bar 6785/6/7 and 0251/2 Telegrams : Menformon, Rand, London 
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‘TRILENE’ 


TRADE MARK (Trichloroethylene ) 


tn 


‘Trilene’ analgesia in labour is both pleasant ani 
effective. The drug is equally safe for mother and 
child, and there are no contra-indications. Recovery 
is rapid, with no unpleasant after-effects. 

With these notable characteristics, ‘ Trilene’ has 
achieved, during recent years, a widespread 
reputation among cbstetricians as a most 

valuable analgesic. 


Containers Of 200 ©.c.. 30D CC. 


of6c.c. in containei fl, 25 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 


A subsidiary company of Imperial Chemical Industries Limited | Wilmslow, Manchester op 


AMERICAN JOURNAL OF 
OBSTETRICS AND GYNECOLOGY 


Representing 
THE AMERICAN GYNECOLOGICAL SOCIETY, 
THE AMERICAN ASSOCIATION OF OBSTETRICIANS, 
GYNECOLOGISTS AND ABDOMINAL SURGEONS, 
AND TWENTY-SIX OTHER SOCIETIES 
Editor Associate Editors 
G. W. KOSMAK H. C. TAYLOR, JR. W. J. DIECKMANN 
Because it is the only American Journal devoted exclusively to Obstetrics 
and Gynaecology, this Journal, alone, offers you complete COVE rage on all 
the developments constantly being made in these fields in America. 
Abstracts of the important literature from all parts of the world are 
published. Most of the outstanding medical schools in the United States 
are represented on the editorial board, which consists of forty-two of the 
leading teachers and practising specialists in America. 


Phe two volumes published annually contain approximately 2,200 pages 


and have about 500 illustrations. They constitute a complete record of 
progress and achievement for the period. 


Published Monthly Annual subscription £5 15s. per annum, post free; single copies, 12s. 


THE C. V. MOSBY COMPANY, PUBLISHERS, ST. LOUIS 
AGENT FOR GREAT BRITAIN 


HENRY KIMPTON .. MEDICAL PUBLISHER 
25 Bloomsbury Way - London, W.C.1 
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during labour 


vitamin K 
in every case 


Administration of * Kapilon” Liquid to the mother, 4 to 12 
hours before anticipated birth of her infant, is such a simple 


and effective safeguard against neo-natal haemorrhage that 


its routine use is well merited. Exerting the full aetion of 


natural vitamin K.* Kapilon” raises the blood prothrombin 
level in the newborn baby, and thus gives positive pro- 


tection against haemorrhagic disease. 


GLAXO 


KAPIL ) LIQUID 


10 mg. acetomenaphthone B.P. ner cc. In 4 oz. bottle 


GLAXO LABORATORIES LTD... GREENFORD. MIDDLESEX BYRon 
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DALZOBAND 


Zine Paste Bandages 
of high quality 


DALZOBAND (I) Zinc Paste Bandage Unna's Paste type BPC 


DALZOBAND (2) Zinc Paste Bandage NHS DALZOBAND (3) Zinc Paste and 
Contains zine oxide, glycerine, sterilized Ichthammol Bandage NHS 
refined glue, gum acacia, benzoic acid and 

water. Has antiphlogistic, dehydrating and As Dalzoband (2) with the addition of 
cooling properties. Widely used for treating ichthammol 2%. For conditions of chronic 
phlebitis, oedema, eczema and chronic ulcer- dermatitis. Changed 7-14 days. 
ation—especially of the legs. 


DALZOBAND (4) c. Ichthammol and DALZOBAND (5) Urethane and Calamine 


Urethane 


As Dalzoband (2) buc with ichthammol and As Dalzoband (2) plus urethane 2%, calamine 
urethane—each 2°. Antiseptic, deodorant. 5:757. Soothing, stimulating, ideal for 
Excellent for dermat:..s and itching eczema persistent senile eczema and _ ulceration. 
associated with varicose ulcers. Ideal for burns. Changed 1-6 weeks. 


DALMAS the House for Ambulatory Products of Quality since 1823 
DALMAS LIMITED - JUNIOR STREET - LEICESTER - Telephone 65261 (eight lines) 


w and Belfast 


TPCLLA INDIVIDUAL 
SERVICE 


fot the More Ample Figute 


O)biainable through Resident Spirella Corsetieres 


everywhere. For addresses see Spirella page in the Tele- 


phone Directory... or on application to 


The 
SPIRELLA COMPANY of GT. BRITAIN 


LIMITED 
LETCHWORTH ~- HERTS - TEL: LETCHWORTH 159 


and SPIRELLA HOUSE, OXFORD CIRCUS, LONDON, W.1 TEL: REGENT 3832 
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Sublingual Therapy with 


PERANDREN 


(5, 10, 25 and 50 mg.) 
ean double the effectiveness of 


METHYLTESTOSTERONE 


* Linguet’ therapy alone is therefore adequate in many cases; 


other forms are available when required :— 


PERANDREN 
Ampoules, ‘ Crystules Implants, 
(TESTOSTERONE PROPIONATE) 


Ointment (Testosterone) 


*Perandren’ and ‘Linguets’ are registered trade marks. : Reg. user 
CIBA LABORATORIES LIMITED 
HORSHAM SUSSEX 


Telephone: Horsham 1234 Telegrams: Cibalabs, Horsham 
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CLINICAL USEs. 


To improve the nutritional state where circumstances 


prevent consumption of all the protective foods required. lo prevent 


hypochromic anaemia. To guard against such complications as may have 
occurred in previous pregnancies as for example joxaemia, premature 


births, inability to breast feed and dental caries. 


% The recommended daily dose provides : 
vitamin A 2,000 1.u., vitamin D 300 1.u., vitamn B, 0.6 mg. vitamin C 20 mg. 


vitamin E 1 mg., mcotinamide 25 mg., calc. phosph. 480 mg., ferr. sulph. exsic. 204 mg., 
iodine, manganese, copper, not less than 10 p.p.m. each. 


PREGNAVITE 


a single supplement fer safer preenaney 
pres 


Clinical sample and medical literature may be obtainei on application to : 


VITAMINS LIMITED (Dept. C24), UPPER MALL, 


LONDON, W.6 
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DOWN BROS. 


and 


MAYER & PHELPS, LTD. 


KENNEDY’S MODIFICATION OF PRYOR’S 
HYSTERECTOMY CLAMPS 


The handles are removable, thus saving space in the 
operation field, when a number of forceps are being used. 


As the handles are interchangeable, they can be easily 
replaced when removing the clamps. 


DOWN BROS. and MAYER & PHELPS, LTD. 


SURGICAL INSTRUMENT MAKERS 


Head Office : 
92-94. BOROUGH HIGH STREET, LONDON, S.E. 1 


Showrooms: 


32-34. NEW CAVENDISH STREET, LONDON, W. | 
TORONTO: 70 Grenville Street 
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Vitam 


ABIDEC 


FOR ADULTS 


ins for all ages... 


A new product containing the eight vitamins of the well-known 
* Abidec ’ Drops formula in proportions supplying an adequate vitamin 
intake in the daily dose of one capsule. 


Fach Capsule represents 


Vitamin A 5,000 L.U Vitamin B, 


soo Lt 


Pantothenic Acid 


Vitamin D 
BR 
B 


Nicounamide 


Vitamin 1 mgm 


Vitamin ¢ 


mgm 


Vitamin 


In bottles of 30 and 250 Capsules 


FOR INFANTS & CHILDREN 


The most satisfactory way of giving vitamins to infants and children 
Fight vitamins are present in a clear, water-miscible solution which 
mixes practically unnoticed with food and drinks. 


Fach 06 cc. GO drops from dropper supplied) represents 


Vitamin A 


Vitamin D 1.000 LU Pantothenic Acid I mgm - 


£.000 LI Vitamin B, 0.5 mgm 


Vitamin B I mgm Nicotinamide 5 mgm. 
3 


Vitamin Vitamin C 


25 mgm 


0.4 mem 


In 10 and 50 cc. bottles with droppe 


PARKE, DAVIS & COMPANY, LIMITED 


0.5 mem 
10 mam ABIDEC ~ 
— 25 mem 
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A new 
pleasantly flavoured elixir 
for the 
menopausal patient 


ETHINYL GSTRADIOL B.D.H. (ESTIGYN) is now available in Estigyn 
Elixir, a pleasantly flavoured preparation incorporating all the 
advantages of ethinyl cestradiol—full activity by mouth—and 
noticeable increase in mental and physical well being following 
administration. In addition, it is acceptable to patients who 
experience difficulty in swallowing tablets. 

Estigyn Elixir is compatible with commonly used sedatives 
such as phenobarbitone sodium and potassium bromide, which 
may be added in appropriate doses for the treatment of cases 


characterised by motor overactivity, restlessness etc. 


ELIXIR 


Containing 0.02 mg. Ethinyl Céstradiol 
B.D.H. in 60 minims (one teaspoonful) 
DOSAGE — One teaspoonful thrice daily, modified according to response 


Bottles of 4 fi. oz. and 40 fl. oz. 


Literature ts available on request to the Medical Department 


THE BRITISH DRUG HOUSES LTD. LONDON N.1 
Est.E/E/2 
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NOTICES 


THe JOURNAL OF OBSTETRICS AND GYNAECOLOGY OF THE BRITISH EMPIRE was established 


by a Private Limited Company in 1901. The capital was provided by a group of British 


Obstetricians and Gynaecologists, and the profits earned have been devoted to the 


maintenance and improvement of the Journal. In November 1950, the Journal was trans- 
ferred by purchase to the Royal College of Obstetricians and Gynaecologists. | Under the 


new direction the previous policy will be maintained. 


The publishers and printers are Messrs. John Sherratt and Son, Park Road, Altrincham. 
The annual subscription is £2 12s. 6d. for Great Britain and Northern Ireland and £2 15s. 


for the Dominions, Colonies and Foreign Countries. It is payable to the publishers. 


Books for review should be sent to the Editor. The right of publication of all 


articles is reserved 


Directions to Contributors 


Original articles for publication are invited and should be sent to the Editor, Professor James 
Young, Moorings, North Chailey, Lewes, Sussex. They are accepted on the understanding 
that they are contributed to this Journal only. Authors are advised to keep a copy of all 
manuscripts. Proofs will be submitted to authors resident in the United Kingdom, but 
to avoid delay or loss the proofs of authors resident abroad will be corrected by the 
editorial staff. unless the authors wish to delegate the work to a representative in this 
country. To lessen editorial work it is desirable that authors conform to the following 


conventions: 


PRESENTATION OF MANUSCRIPT \ 


Double spaced typescript (not carbon initial capital and contraction for the genus 
copies) should be submitted. Italics in the only after a full spelling at the first mention, 

‘ text should be reserved for words in a thus: 
foreign language and as little as possible Clostridium welchii followed by Cl. 
he used to indicate emphasis welchti; Bacterium coli—Bact. coli; Bacillus 
Proper scientific names giving both genus tuberculosis — B. tuberculosis; Corynebac- 


and species should be italicized, with an terium diphtheriae—C. diphtheriae. 
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Each sentence should have its proper 
components thus: 


“ Progress: The patient continued to im- 
rove,” 
P NOT 
* Progress: Went downhill.” 


The authors name, his decorations, 
degrees and relevant diplomas should appear 
at the head of the paper together with his 
appointment at the time of preparation of 
the text. 


TABLES AND ILLUSTRATIONS 


Tables should be numbered in Roman 
numerals (Table I, Table II, etc.) and set 
out on sheets separate from the text with 
indications as to where the author desires 
them to be placed. Hlustrations, too, should 
be kept separate from the text and numbered 
in Arabic numerals, Fig. 1, Fig. 2, etc. Each 
figure should have a reference in the text and 
a descriptive legend to be printed under- 
neath. This legend should be typed on ar: 
attached sheet and not written on the back 
of the illustration. The lines in charts should 
not be in colours but in black, and when 
graph paper is used the ruling should be 
grey or faint blue and not brown, red or 
green. The magnification of microscopical 
illustrations should be stated (e.g., « 250). 
X-ray films should not be submitted unless 
the author is not in a situation to have these 
printed, when the Journal will undertake to 
have this done. If the films promise poor 
reproductions the author is advised to send 
line tracings of the appearances instead. 
Authors may be required, at the Editor’s 
discretion, io contribute to the cost of repro- 
ducing half-tone or coloured plates. 


ABBREVIATIONS 


These should be avoided as far as possible. 
Thus “ per cent” should be used instead of 
the symbol “ %, ” and such forms as T.B., 
R.B.C., B.P., P.E.T., A.P.H. eschewed. 


Dates should be given as 10th May, 1946, 
and not 10. V. 46. Numbers should be in the 
form of numerals and not words except when 
beginning a sentence, thus “* Fifteen patients 
out of a total of 60 exhibited.” etc. The 
official rather than the proprietary names of 
drugs must be used. The Journal convention 
is gr. for grains; g. for grammes; Kg.; ml. 
(not or ¢.cm.); mg.; pounds (nor Ib.); 
ounces (not 07.), etc., and wherever suitable 
the metric equivalent of an English measure 
should be given, for example, when record- 
ing pelvic measurements, size and weight of 
babies. tumours, ete. 

When comparable figures are given either 
the English or the metric mode must be 
followed, thus: the excretion of urine/24 
hours should be shown in ml. (and not 
ounces) when the urinary or blood-urea is 
given in g./100 ml. 


REFERENCES 


In the text the author’s name should be 
given with the date of publication and the 
list of authors quoted put at the end of the 
text in alphabetical order as in the Harvard 
Scheme: Author’s name, initials, year of 
publication (in brackets), name of journal 
(italics abbreviated), volume number (under- 
lined) and page number. In case of books 
the order is: Author’s name, initials, year of 
publication, full title (/ralics), edition, pub 
lisher and place of publication, page, thus: 


Brown, H. E., and Jones, B. K. (1943): J. 
Obstet. Gynaec. Brit. Emp., 2, 128. 

Samson, P. (1940): Obstetrics for Midwives, 
2nd Ed., Fraser, London, p. 9. 


REPRINTS 
Twenty-five reprints are supplied free of 
cost. An author may purchase additional 
reprints if he notifies the publishers on the 
form attached to the proof of his paper. 
Contributors from overseas should state 
the required number on their manuscript. 
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EXCERPTA MEDICA 
Phe International Medical Abstract Service published in English and covering 
the whole field of Clinical and Experimental Medicine 


OBSTETRICS AND GYNAECOLOGY 


SECTION X 


CONTENTS 

All articles appearing in journals devoted to obstetrics, gynaccology and 
endocrinology (the latter where applicable) are abstracted. In addition to 
abstracts of articles on the main subjects, abstracts on nursing and infant care, 
psychosomatic medicine, and on radiology and tuberculosis are included. 


finerican Journal of Obstetrics and Gynecology 


The Excerpta Medwa appear in fau'tless English 
Professor P. Greenhill 
Vay I say that vour Section XN of Excerpta Medica ts 
excellent and I therefore cannot offer any suggestions for its 
niprovement I believe vou and your co-editcrs are doing a 
magnificent job 
The subscription rate is £3 15s. per yearly volume of 600 pages, including an index 
classified both by author and subject Write for a prospectus or specimen copy 


British Dominions: 


PLACE, EDINBURGH, 1. 


Sole Distributors for Great Britain and the 
& S. LIVINGSTONE, LTD., 16-17, TEVIOT 
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ATLAS OF MAHFOUZ’S 
OBSTETRIC AND GYNAECOLOGICAL 
MUSEUM 


by 


NAGUIB PACHA MAHFOUZ 
M.Ch., F.iR.C.0.G. (Hon.), F.R.C.P. Lond., F.R.C.S. Eng. (Hon.) 


Three volumes, containing over 200 plates in full colour and 
over 500 in black and white. Each plate is described in English, 
Arabic, French, German, Italian, Russian, Spanish. Three 

volumes. Strongly bound. Over 1200 pages 


Price per set, £9 9s. Od. net (Canada and the U.S, of America, $40, post free) 


The volumes are not sold separately 


JOHN SHERRATT AND SON, PUBLISHERS, ALTRINCHAM, ENGLAND 
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The antibacterial and antifungal efficiency of ‘* Procid "’ 
has led to the introduction of ‘ Procid’’ Vaginal Cream 
for the treatment of many infective conditions of the 
vagina. 


‘“PROCID” Vaginal Cream is ‘prepared with a special non-greasy base which 
enables it to adhere to the vaginal wall; it has a pH of about 5 and does not, 
therefore, materially affect the physiological acidity. The product is free from 
sensitization and irritant effects, ard is of particular value in mycotic vulvovaginitis, 
with or without secondary bacterial infection. 


PRESENTATION 


Pruritus vulvae without vaginal involvement is conveniently 
treated with 15 per cent ‘ Procid’*’ Ointment which 
is prepared with a base of the * vanishing cream"’ type. 


‘*Procid’’ Vaginal Cream ... tubes of 2 0z. with nozzle- 
applicator 


**Procid’’ Ointment 15°. ... tubes of 1 drachm and 1 oz. 


Comprehensive literature and clinical material will gladly be supplied 


on request 


HARKER STAGG LIMITED | 


8 ST. GEORGE STREET, HANOVER SQUARE, LONDON, W. 1 
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Desiderata in 


MENSTRUAL 
HYGIENE 


© Elimination of the risk of 
infection of perianal origin 


Freedom from vulval 
irritation and chafing of the 
thighs 


© Normal physical activity 
confidence and avoidance of 
mental strain during the 


menstrual period 


© Security, comfort and 
freedom 


These pre-requisites for efficient mens- 
trual hygiene are all incorporated in.... 


TAMPAX 


Sanitary Protection Worn Internally 


URGENTLY 
REQUIRED 


To replace copies which 


have been lost or 
damaged we require the 
undermentioned issues of 
the “Journal of Obstetrics 
and Gynaecology of the 

British 
We offer 5s. each plus 


postage) for clean copies 


Empire.” 


suitable for library use 


Volume 55, 1948 No. | February 
No. 2 April 
No. 3 June 

Volume 57, 1950 No. 


| February 


Copies should be sent to 


JOHN SHERRATT & SON 
PARK ROAD, ALTRINCHAM 
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Available in two absorbency sizes: Regular Tampax No. 
yy 1 for nort requirements: Super Absorbent ‘Tampax 
4 No. 2 for parous women and when greater absorbency 
‘ is required Literature and samp ney St 
witli id e sent on request Medi Department, 
é Tampax Ltd., 110, Jermyn Street, London, S.W.1 


* TABLOID sano 
PETHIDINE 
HYDROCHLORIDE 


pe 
Pethidine Hydro 


‘Safe arrival 


chloride is used; neonatal! depression or narcosis is infrequent 


‘WELLCOME 
mgm. and 50 mgm., ir Injection of 
brand Injection 


PETHIDINE 


HYDROCHLORIDE 


For obstetric analgesia 


PETHIDINE 


HYDROCHLORIDE 
& 


BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd) LONDON 
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Pethidine Hydrochloride ‘B. VV. 4Co.' is of proved value for 
i ‘ ‘ tetr r there that if 
i 5 the re etric pain a ere is evide at it 
{ antispas7 action shortens labour by overcoming cervica 
j 
| 
bottles of 25, 100 and 500; ‘We 
50 mgm. per | c.c. and 2 c.c. ampoules, each in boxes _ 
of and 100, and rubber-capped bottles of 20 C.c. 
i 
by 
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ST. DUNSTAN’S CLOCK 
On the wall of St. Dunstan- 
in-the-West in Fleet Street 
is the first clock showing 
minutes ever to be made. It AS 
was also the first clock to ] 

have two dials. It was made 


in 1671. 


CLOCKWORK REGULARITY. Normal! bowel action is 


a fine thing to possess. It is, perhaps, the most sought after talisman 


against ill-health in the world. No wonder, then, if its temporary 


suspension leads from a mild despondency even to black despair. 


But in such a crisis panic measures are to be avoided--the taking of 


harsh purgatives eschewed. 


Success in the restoration of the much-cherished habit lies in the regular 


persuasive stimulus of soft bulk—such as is provided by ‘ PETROLAGAR.” 


Gently and unobtrusively, ‘PETROLAGAR’ arranges for normal physio- 


logical evacuations and secures the 


return of ‘clockwork regularity.’ 
*PETROLAGAR’ 
Nyeth Trade Mark 


EMULSION 


JOHN WYETH & BROTHER LTD 
Clifton House * Euston Road 
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MENINGOCOCCUS 


PNEUMOCOCCUS 


B. COLI, ete. 


STREPTOCOCCUS 
STAPHYLOCOCCUS 


& 


sulph 


*Gantrisin’ is a potent antibacterial substance which is 
clinically effective in a wide range of systemic and urinary WIDE THERAPEUTIC RANGE 
conditions. It is relatively free from toxic effects, and has 
tew side-reactions. In both free and conjugatea forms 


*Gantrisin’ is highly-soluble and therefore, unless very large LOW TOXICITY 


doses are used there is no need to force fluids or to give alkali. 


he’ sulph sued ral table 
ihe ° Roche” sulphonamide is issued in oral tablets of 0.5. in HIGH SOLUBILITY 


PACKINGS of 20 and 100. 


ROCHE PRODUCTS LIMITED 


Welwyn Garden City + Herts. 
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Hormones 


NATURAL & SYNTHETIC 


FOR ORAL OR SUB-LINGUAL ADMINISTRATION 


_—— —. KTHINIVL 
( ID STIL ) 


OXOID DIENOESTROL ETHISTERONE 


OXOID) OESTRIN “OXOID) METHVEL 


"TESTOSTERONE 
FOR INJECTION 
(OXOID OESTRIN OXOID) PROGESTERONE 


STILBOESTROL TESTOSTERONE 


XD) PROPIONATE 


LITERATURE GLADLY FORWARDED UPON REQUEST 


OXO LIMITED (Medical De a 
Thames House, Queen St. Place, London, E. C. 4. Phone: Cential 7 81 
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A SPENCER Support for 
Postpartum Low-back Pain 


This patient 1s 29 years of age. para 2. Patient suffered disabling 
back pain three months after the birth of her second child, 
August 1947, and was confined to bed because of painful 
symptoms. Examination revealed an injury to the sacro-iliac 
joint (possibly caused by a childhood injury to the sacrum) 
with developing 


arthritic condition. 


Spencer Support, 
designed with a high 
rigid back, and a 
Spencer Breast Support 
were = applied im 
mediately to relieve 
discomfori, to improve 
posture and body 


mechanics, and to immobilize the sacro-iliac joint. 


As soon as the support was applied. the patient 
experienced relief of symptoms. At the time the 
photographs were taken, the patient had worn het 
Spencer Support three months during which time 
there had been no recurrence of painful symptoms. 
She states that when she attempts to move about 


without the support she is uncomfortable and 


cannot carry out her duties. 


The Spencer Breast Support uplifts the patient’s ptosed breasts into normal position and 
gives added support to the diaphragm and shoulders. 


SPENCER (BANBURY) LTD. 


Consultant Manufacturers of 


SURGICAL AND ORTHOPAEDIC SUPPORTS 
Spencer House : Banbury : Oxfordshire 


BEWARE OF IMITATIONS. Spencer (Banbury, Ltd. regret the necessity of issuing warning to beware of 
copies and imitations. Look for the SPENCER LABEL stitched in the Spencer Support and ensure that it ts 
a genuine Spencer Support and not a so called copy 
Spencer copyright designs are original and distinctive and for more than 20 years have been recognised 
by the Medical Profession as a symbol of effective control for abdomen, back and breasts 
Appliances supplied under the National Health Service 
Traired Fitters available throughout the Kingdom 
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CHORIONEPITHELIOMA is a rare tumour and 
the varied reports of its behaviour have 
given rise to much speculation as to its exact 
pathological features, especially that of 
malignancy; and the uniqueness of this 
type of growth is seen in the appearance 
of some chorionic tumours, which seem to 
hesitate between the physiological and 
the pathological state. The present report 
reviews certain of these aspects and 
case otf chorionepithelioma 
which occurred during pregnancy. 

The development of chorionepithelioma 
with metastases during pregnancy with a 
normal foetus is an exceptional occurrence. 
A few cases of this nature have been re- 
ported, however, such as the frequently 
quoted one of Walthard (1907), in which 
horionepitheliomatous vaginal nodules 
co-existed with a pregnancy of 7-months 
duration, A Caesarean hysterectomy tailed 
to reveal any sign of a chorionepithelioma 
in the uterus or placenta, but the patient 
died 3-4 years later with chorionepithelio- 
matous metastases in the lungs, liver and 
kidneys. Fikentscher (1941) mentions 
some other possible cases of chorionepithe- 
lioma occurring during pregnancy and adds 
one of his own, in which he found 2 bluish 
vaginal nodules, one of which was bleeding 
A 


describes a 


severely and required ligation, in a woman 
at the 8th month of a pregnancy with a 
normal live foetus. The vaginal nodules, 
later established to be chorionic metastases, 
caused recurrent heavy bleeding despite 
ligature and tamponage. Blood trans- 
fusions were given, but the patient's con- 
dition deteriorated and the foetal heart 
sounds stopped. There were no physical 
signs of disease in the lungs. Total extirpa- 
tion of the uterus was undertaken and a 
chorionepitheliomatous tumour was found 
in the uterine wall at the placental site. 
There was no sign of the tumour in the 
placenta and the foetus was dead. The 
patient died 30 hours after operation and 
chorionepitheliomatous lung metastases 
were found at autopsy. Cordua (1949) 
describes the case of a woman with hacmop- 
tvsis and X-ray evidence of tumour 
shadows in the lungs & days betore parturi- 
tion. Puerperal haemorrhage led to uterine 
curettage which revealed a chorionepithe- 
lioma, later confirmed at hysterectomy. 
The patient died 14 days after operation, 
but permission for autopsy was refused. 
Resnick (1945) admitted to hospital a 
patient at the 32nd week of pregnancy, with 
a history of absence of foetal movements 
during the preceding week and a lump of 
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2-months duration in the right breast. A 
macerated foetus and placenta’ were 
delivered, but were not examined. 
Breathlessness and cachexia became pro- 
nounced and the patient died 2 weeks after 
delivery. At post-mortem examination the 
breast lump was found to be a chorionept- 
theliomatous nodule and metastatic deposits 
were present in the lungs, liver, spleen and 
suprarenals. The uterus was normal, but 
multiple paralutein ovarian cysts were 
present. Mathieu (1939) states that he 
received records of 28 cases of chorion- 
epithelioma, rt of which occurred coinci- 
dental with pregnancy and 5 others existed 
simultaneously with hydatidiform moles. 


Chorionic metastasis occurring during a 
molar pregnancy have been described by 
Miller (1924) and Ruzicska (1948). Miller's 
case concerned an 18-year-old woman who 
died of haemorrhage from vaginal metas- 
tases at the 4th month of pregnancy. 
Autopsy revealed the uterus to be occupied 
by an ‘‘ apparently benign ’’ hydatidiform 
mole, both ovaries cystic and 
metastases, which showed oedematous 
chorionic villi and masses of syncytium and 
Langhans’s cells, were found in the vaginal 
fornices, the bladder and the lungs. 
Ruzicska’s case was that of a molar preg- 
naney of 4-months duration with, in the 
vaginal wall, a mulberry shaped nodule the 
size of a hazel nut, which, on section, 
showed villi in a state of molar degenera- 
tion; at hysterectomy a hydatidiform mole 
was found in the uterus. 


Chorionepithelioma has also been 
described by Dafoe (1939) as occurring 
during an ectopic pregnancy. In one of 
his cases he found an early foetus project- 
ing through the rent in a Fallopian tube, 
which was removed and found on section 
to be the site of a chorionepithelioma; the 
patient died 34 months later with general- 


ized chorionepitheliomatous metastases. 
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Case Repor! 

No. 6328/49, was aged 28 years and gravid-4 
The last menstrual period was 23rd August, 1948 
ind the expected date of delivery 30th May, 1949 

Previous obstetrical history. Three normal full- 
time deliveries, 1943, 1944, 1946: there were no 
miscarriages. 

Previous health. The patient had pulmonary 
tuberculosis in 1944 and was treated in a sanatorium 
with quiescence of the condition. The menstrual 
periods were regular and there was no metrorrhagia 

The present pregnancy. The patient was first 
sven at the 16th week of pregnancy. She had no 
complaints and her general condition was good 
The blood count was: haemoglobin 90 per cent 
red blood cells 4,400,000 per ml., colour index 1 
The heart was normal and the lungs clear. Th: 
blood-pressure was 80/58 and nothing abnormal 
was found in the urine. The Wassermann test was 
negative 

fhe patient’s progress continued apparently in 
. normal manner until 1oth April, 1949, when she 
was admitted to hospital with a history of having 
had a vaginal blood loss during the past week, 
slight at first but heavy and red for the last 2 days 

Examination showed a slight red vaginal blood 
loss still occurring. There was no abdominal 
tenderness and the uterus was found to be the size 
ot a 33-weeks pregnancy, with the foetus lying 
longitudinally and presenting by the vertex. Th: 
foetal head was free, but could be pushed into the 
pelvis [he blood-pressure was 110/55 and the 
urine was normal. A blood count showed anaemia 
with the haemoglobin 54 per cent, red-blood cells 
2,800,000 per ml, and the colour index 0.9. Rest 
ind sedation were instituted 

11th April, 1949. The bright red vaginal loss con 
tinued during the night and it was noticed that the 
patient, besides being pale, was unduly breathless 
it rest. The blood-pressure was 90/48, and the 
pulse 100 per minute. One pint of blood was given 
ind sedation continued. 

12th April, 1949. The vaginal loss was heavier 
so that expectant treatment had to be abandoned 

Examination under anaesthesia the 
patient was placed in the lithotomy position there 
was some degree of straining under the anaestheti 


ind the immediate impression was given of the 


placenta being in the vagina. Carefully inserting 
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the fingers into the vagina it was found that the 
cervix was closed and there was no blood coming 
irom it and the “‘ placental ’’ appearance was due 
to the livid, prolapsing vaginal walls, on whose 
surface were several raised, bluish-purple areas, 
each about 2.5 cm. diameter. There were 3 of 
these areas on the posterior vaginal wall, 2 at the 
outlet and 1 in the middle third and, anteriorly, 
one on each side of the urethrocele. The surface 
of these areas was raised and smooth and some 
vellow mottling was present, but the bluish 
colouring gave the appearance of varices (Fig. 4). 
From two of them there was a continuous ooze of 
blood, which stopped on ligating their bases. A 
biopsy was taken from one friable, bluish purple 
area and sent for microscopy. 

Progress. For a few days there was no further 
vaginal loss, but the patient did not look well and 
was still pale and unduly breathless. A brown, 
slightly offensive vaginal loss, which later became 
red, then occurred and as this persisted the patient 
was taken to the theatre on zoth April, 1949. The 
two bluish-purple areas on the posterior vaginal 
wall at the outlet and the one to the right of the 
urethra on the anterior wall were ligatured at their 
bases and haemostases again secured The 
patient’s blood count was: haemoglobin 63 per 
cent, red-blood cells 3,300,000 per ml., so that a 
further blood-transfusion was given. This same 
evening she coughed up some shreds of blood- 
stained tissue, which were for section. 

21st April, 1949. The patient’s condition was 
fair. The pulse was 118 per minute and she had a 
slight cough, but there was no pain in the chest, 
which was clear clinically. A cough had been 
present since the first anaesthetic and an X-ray 
picture of the lungs was taken. 

Result of biopsy. The vaginal biopsy showed 
typical chorionepitheliomatous metastases (Fig 
6). 

The X-vay picture of the chest revealed a marked 
increase in the vascular shadows and, throughout 
both lung fields, there was an irregular, coarse 
mottled appearance compatible with metastatic 
tumour deposits Old tuberculous foci were 
present at the left apex, with fibrotic changes 
dominant. 

A specimen of urine was sent for examination at 
this stage and later reported to give a positive 


Aschheim-Zondek test at dilutions of 1/10, 1/ 100, 
and 1/ 1000, 

Sputum shreds report. Mainly mucin was seen 
with scattered polymorphs, lymphocytes and 
macrophages with ingested brown particles. One 
area showed a multinucleated cytoplasm and some 
small polyhedral cells with round, central nuclei. 

22nd April, 1949. Caesarean hysterectomy. The 
diagnosis of chorionepithelioma bemg made, a 
Caesarean hysterectomy was_ performed. A 
healthy, female child weighing 5 pounds 12 ounces 
was extracted through a classical uterine incision 
ind a total hysterectomy and bilateral salpingo- 
oéphorectomy carried out. The placenta was 
found immediately under the uterine inciston and 
it was removed complete; on its surface was found 
a small yellowish excrescence, which proved to be 
the primary chorionepitheliomatous growth. On 
the placental site in the uterus there was a raised 
area of about 3 cm. in diameter, later shown to 
contain chorionepitheliomatous cells. Both ovaries 
were slightly enlarged and cystic. 

Convalescence. There was a progressive deterio- 
ration in the patient’s condition with breathlessness, 
cyanosis, cachexia and a persistent cough. The 
strain of coughing caused rupture of the abdominal 
wound, which was resutured. The patient died on 
the 7th day after operation. 

The baby. The baby progressed satisfactorily 
ind was alive and well one year later. The 
biological test for chorionic gonadotrophins in the 
child’s urine was negative at birth, 3 months, ¢ 
months, and 11 months 


PATHOLOGICAL FINDINGS 

The placenta. The placenta is bipartite and its 
cotyledons appear normal, except m the centre 
adjoining the two parts where a yellowish, opaque 
tumour can be seen (Fig. 1). The tumour projects 
freely from the placenta as a crenated excrescence 
ind resembles a ground-nut in appearance; it is 
2 cm. long, 0.75 cm. wide and its base is splayed 
out into two processes, which extend into the 
healthy placenta tissue (Fig. 1a) 

The foetal surface of the placenta shows the 
presence of a number of sub-chorionic, fibrin 
plaques. The umbilical cord is attached to the 
placenta close to the junction of its two parts. A 
window is cut out of this surface to show the 
position of the tumour (Fig. 2) and its proximity 


j : 


the umbilical cord is noted Through this 


} 


the tumour n be seen to extend 


i cm. on the 


is a vellow area froma base of about 


naternal surface, deeply into the placenta ind 


stopping just short ol the foetal surtace 
The uterus [he postpartum uterus shows 4 


lightly raised. rounded area ol about 3 cm. m 


diameter present in the placental site Longitu 


dinal section of the uterine wall at this area shows 


the normal uterine musculature replaced by 


tumour growth, which extends deeply into the 


terus from a base of about 3em. The tumour has 
in unripe pear and penetrates 


thie appearal e ot 
short by 


the uterus to a depth of 3.5 cm. stoppins 


1. from the external surtace 


The ovanes. Both ovaries are cut I ngitudinally 


for examination The right ovary is 4 cm by 


3.5 cm. in size and at the plane of section 7 sm ul 
cvsts are seen rhe left ovary is 3.2 cm. by 2.5 ¢m 


in size and at the plane of section shows 8 cysts 


nd a small corpus luteum The cysts vary 1n 


diameter up to © cm re pinkish vellow and 


contain straw-coloured fluid 
Tite agima (bre. 7 Pumours are present as 
pre vusly described; 3 are in the postertor wall nd 


nteriorily The one on the left anterior wall 


it the side of the urethra bas been cut to show 


vellowish tumour metastasis with mecrosis ina 


haemorrhage. The tumours in the postenor vagin 


wall re 2.5 n ciameter ind in be seen 1 
le Speciil t be Of grape like ippearancs the, 
Dluish olour and are fret rrh 


of old-standing tubercul 
1 
The ng sur smooth. witl 


of bullae 
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Miu ROSCOPY 


The placenta (Fis. 5 The placental tumour 


consists of clumps of Langhaus's ce lls and heaped 


up cyncytium, with complete absence of pattern 


fhe Langhans’s cells show marked anaplasia, the 


nuclei being enlarged, hyperchromatr and darkly 


staining Both syncytium and Langhans’s cells 


ire growing from or invading norm il-looking 
placental villi 
The uterus. (Fig. 3 There is destruction ot 


th 
the 


uterine musculature and invasion Ot 
ind blood sinuses by malignant Langhans’s and 


syncytial cells. There is no cellular reaction aroul 
the tumour 

The vagina. Both biopsy (Fig. 6) and post 
mortem sections how clumps of — pe ivhedral 
Langhans’s cells with hyperchromatic nuctel, al d 
there are runs of syncytium with nu lei irregularly 


interspersed in the « ytoplasm, which 1s excessively 


icuolated 3lood vessels are seen to be blocked 
with tumour emboli there is much haemor 
rnag 

Lungs (Fig. 8 The tumour ts seen to be almost 
entirely intravascular, but in few places metas 
tatic invasion of the parenchyma is present and 


tumour cells 


some bronchioles contain debris and 
[The arterial emboli show both Langhans’s ind 


svnevtial cells in equal proportion Signs of 
tuberculosis are seen in some sections nd heart 
failure cells are present 

Pituitary (Fig. 9 There extensive necrosis 
the pituitary with widesp! 1 thrombosis Tt 
opearance of the pituitary is tvpical of that found 


scribe 


sheenan 


(1948) 


DISCUSSION 
reat rarity of chorionepitheli 
urs developing in the placenta 
may be thought due to the fact that th 
trophoblastic elements which become 
malignant are those detached from the 
placenta and situated deep in the uterine 


} 


rnuscle, with an infiltrative action which ts 
uncontrolled. Marchand in his classical 
paper (1895) was considered to have 
established that chorionepithelioma arose 
from the villi of the placenta and thus pro- 
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pounded the toetal concept for the origin 
of the tumour. Yet, although the placenta 
itself is almost certainly entirely of foetal 
origin, Park and Lees (1950) point out that 
on the toetal side ot the fibrinoid layer of 
Nitabuch, dividing trophoblast from 
decidua, cells are seen which may be either 
metaplastic decidual cells or foetal cells 
under maternal intluence. Normal tropho- 
blast has been accorded a varying degree 
of invasive activity and its peculiar 
propensity to infiltrate the uterus is 
within the bounds of its physiological 
properties, but whether in normal circum- 
stances it isdisseminated in the bloodstream 
would seem to need further corroboration. 
Schmorl, who originally stated (1904) that 
he discovered chorionic cells in the lungs 
ot women who died trom eclampsia, later 
asserted (1905) that he discovered similar 
syneytial-like structures in the lungs in cases 
of aspiration pneumonia. Apart from the 
cases previously mentioned chorionepithe- 
lioma has not been found in the presence 
of a normal foetus and from this it may be 
presumed that there is normally some 
natural influence at work inimical to malig- 
nancy in the chorion. 

The chorionepithelioma found in_ the 
placenta in the case here reported 
may well have invaded the normal villi 
trom malignant elements in the opposed 
uterine site, which was similarly affected. 
From the microscopic examination of the 
placental villi (Fig. 5) it is not possible to 
say whether the malignant cells are invad- 
ing the normal villi, or growing from them 
ind it is probable that this information 
could be acquired only by serial section of 
the area at various stages of the placental 
erowth: the essential features of chorion- 
epithelioma were seen in the appearance of 
the Langhans’s and syncytial cells and, as 
Lacqueur has described (1945), there was 
in absence in the tumour growths of villous 
stromal formation. No hydropic, 
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degenerate villi were found in the placenta 
and the umbilical cord was attached in 
close proximity to the tumour area ensur- 
ing a good blood supply. The frequency 
of chorionic tumours in relation to 
hydatiditorm degeneration of the placenta 
may be associated with the increased 
infiltrative properties of the hydropic cells, 
which become embedded in the uterus. 
Hertig (1950) has further pointed out that 
hydatidiform change may affect the 
placenta more commonly than has hitherto 
been thought. 

Hence it is not possible to deny in the 
present case that the primary malignant 
chorionic cells originated deep in the uterus 
from desquamated villous elements, which 
the body has failed to confine and the 
tumour has spread to the placenta and 
disseminated to lungs and vagina. 

It is an accepted possibility that tropho- 
blastic cells may remain buried in the uterine 
wall and become malignant years later or 
after another pregnancy. Such “ rests ”’ 
compare with the chorionic elements or 
teratomatous tumours which become 
activated as described in the cases reported 
by Read (1928), Roberts and Hall (1gr10) 
and others. 

The spread of chorionepithelioma in the 
uterus causes destruction of the muscula- 
ture, and the uterine sinuses are infiltrated, 
as shown in Figure 3, so that blood dis- 
semination takes place. The apparent 
absence of a primary lesion in the uterus 
in some cases may well be explained by the 
haemorrhage and necrosis which occur, 
causing the tumour area to slough off and 
be discharged. Since villi are not formed 
by malignant trophoblastic cells, they are 
not found in the growth which is removed 
after pregnancy by curettage; but reten- 
tion in the uterus of fragments of normal 
placenta is an obvious possibility and these 
may add to the difficulty of the microscopic 
issessment. 
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The dissemination ot chorionepithelio- 
matous cells to the vagina and lungs is 
typical of this tumour. Between vaginal 
ind uterine vessels there is a close com- 
munication, which is exaggerated by preg- 
nancy and aided, in this condition, by 
uterine vascular thrombosis. The embolic 
spread of the tumour to the vagina causes 
haemorrhagic metastases, so that often the 
diagnosis of chorionepithelioma is first 
given, as In this case, by intractable vaginal 
bleeding from the mulberry-like, necrotic 
secondaries. The microscopic picture of 
the lungs (Fig. &), showing the tumour to 
be largely intravascular, explains the undue 
breathlessness shown, even at rest, by the 
patient and would emphasize the import- 
ance of taking an X-ray picture of the 
lungs, although no abnormal clinical signs 
an be found in the chest. 


lhe occasional regression and disap- 
pearance of chorionepitheliomatous sec- 
ondaries after removal of the primary 
growth is a distinctive feature peculiar to 
this tumour; and in Brews’s case (1939), 
concomitant with the disappearance of the 
vaginal deposits, there was a progressive 
lowering of the urinary gonadotrophins. 
Park and Lees (1950) give a list of 12 
reported cases in which lung metastases 
possibly occurred, with recovery of the 
patient. Spontaneous regression of secon- 
dary tumour growths in the abdomen, such 
is reported by Miles Phillips (1911), is also 
Known to occur. 


The ovarian changes in the cases reported 
are common to chorionepithelioma. Both 
ovaries had multiple, thin-walled lutein 
cysts and the fact that they were not greatly 
enlarged was probably associated with the 
short duration of the hormonal stimulation. 
Novak and Koff (1920) traced the origin 
of the cysts in « horionepithelioma to 
luteinized theca cells; but in one case the Vv 
found that the hyperluteinization involved 
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both granulosa and theca cells, and they 
considered that these ovarian changes were 
due to stimulation by the gonadotrophic 
hormone of the anterior pituitary, which 
has been influenced by the trophoblastic 
hypertrophy and secretion. 

The microscopic changes in the pituitary 
in chorionepithelioma are an exaggeration 
of those accompanying normal pregnancy, 
which causes a replacement of the pituitary 
cells by modified chromophobe cells. The 
shock associated with the operation in the 
case described gave rise to widespread 
thrombosis and necrosis in the pituitary. 
The microscopic picture was one compatible 
with shock of about one week’s duration, as 
described by Sheehan (1948), but of such 
a degree that recovery of pituitary function 
was not impossible. 


HE BIoLoGicaL TEsts 

The Aschheim-Zondek test was positive 
in the case described ata dilution of 1 / 1000. 
This is typical of chorionepithelioma, but 
it is well known that in established tumours 
of this type the biological test may be the 
same as in a normal pregnancy, or even 
vield a negative result. It is also known that 
the Aschheim-Zondek test may be positive 
3 to 6 months after the expulsion of a 
hydatidiform mole, but a rise of titer in 
these cases would indicate renewed tropho- 
blastic activity. 

The urine from the child at birth showed 
a negative biological test. This might have 
been expected to occur since foetal blood 
at the time of delivery does not give a 
positive Aschheim-Zondek test, although 
the maternal serum does. In this 
connexion the failure of spread to the foetus 
of the chorionic tumour, despite its 
proximity to the umbilical cord, is of 
interest. It may be thought possible tor 
foetal metastasis to have occurred, but 
owing to a lack of gonadotrophic stimulus 
the tumour cells failed to survive and grow. 
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PROGNOSIS 

On the one hand Teacher (1935), and 
Ewing (1940) considered that chorion- 
epithelioma is always a fatal disease, while 
Mathieu (1939) gave a cure-rate of 95 per 
cent. In Brews’s series (1939) the 5-year 
cure-rate was 30 per centand Novak (1947) 
states that recovery can be hoped for in 
some 20 per cent of cases. 

The difficulty in assessment of the 
dangers ot chorionepithelioma has been due 
to the absence of specific criteria for diag- 
nosing the condition. From the pathologi- 
cal standpoint no definite distinction can be 
drawn between the chorionic tumour which 
remains in the uterus, locally malignant, 
and the one which widely disseminates. In 
both there may be, for instance, marked 
trophoblastic, cellular anaplasia with 
absence of pattern; and the one may cause 
death by haemorrhage, sepsis and perfora- 
tion of the uterus, while the other, spread- 
ing to distant organs, has interference with 
vital functions added to its dangers. 
Further, the microscopic appearance of 
secondary vaginal deposits is similar in the 
tumour attended by a fatal issue and the one 
in which the patient is cured by removal of 
the primary growth. It would appear 
rational, therefore, to adopt for all forms of 
trophoblastic growths Ewing’s term (1910) 
‘chorioma’’. It is further suggested that 
these tumours would thus fall into two 
groups : 


t. Localized chorioma. 
2. Generalized chorioma. 


The localized tumours include : chorio- 
adenoma destruens (Ewing), malignant or 
destructive mole, chorionepithelioma-in- 
situ (Hertig); and the generalized tumours 
include chorioma malignum (Novak), 
chorionepithelioma, and the metastizing 
malignant mole. 

It can be assumed from this that 
a chorioma is always malignant, either 
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locally or generally and is thus always of 
serious import and should be removed. The 
biological test for gonadotrophins when 
strongly positive infers a marked tropho- 
blastic activity and total hysterectomy 
should be performed, whether the chorioma 
is already generalized or still in the uterus. 
The local form of the tumour is usually 
expelled spontaneously or removed at 
operation by the vaginal route. Repeated 
examination of the patient for vaginal 
bleeding or change of pelvic pattern, with 
X-ray picture of the chest and with urinary 
gonadotrophin estimation is essential for 
a period of 6 months; a rise in urinary 
gonadotrophic titre would indicate renewed 
trophoblast activity and therefore demand 
the removal of the uterus. As in the 
present case, the generalized chorioma 
should be treated by total hysterectomy and 
bilateral salpingo-o6phorectomy with, if 
possible, irradiation of secondary deposits. 


SUMMARY 

\ case of chorionepithelioma is described, 
which was found during the 33rd week of 
pregnancy. The tumour first showed its 
presence by severe and intractable bleeding 
from secondary metastases in the vagina. A 
biopsy of the vaginal growths revealed 
typical chorionepithelioma. The Asch- 
heim-Zondek test was positive at dilutions 
up to rin 1,000. An X-ray picture of the 
chest showed embolic spread of the tumour. 
Some haemoptosis occurred and examina- 
tion of the sputum showed the presence of 
some cells resembling chorionic epithelium. 

A Caesarean hysterectomy was _per- 
tormed and a live, healthy foetus obtained. 
The primary tumour was found in the 
placenta and in the apposed placental site 
in the uterus. Both ovaries contained 
lutein cysts and were removed. 

The patient’s condition deteriorated and 
she died the 7th day after operation with 
signs of heart failure. 
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Bipartite placenta epithelomatous tumour 
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Usinac the technique described below, | 
have performed four 
re-implantation of the Fallopian tubes. 

Patency has resulted in 6 of the re- 
implanted tubes, and conception has 
occurred in 2 cases. Pregnancy has been 
carried to a successful conclusion in T case. 
Only a few months have elapsed since the 
last re-implantation was performed 


opt rations tol 


Technique of Operation of Tubal 
Re-implantation 

A date was selected tor operation shortly 
itter cessation of menstruation, in order to 
permit of post-operative tubal insufflation 
prior to onset of the next menstruation. 

Laparotomy was performed and, to 
determine the site of tubal occlusion, air 
Was injected into the fimbrial opening by 
means of a ro ml. Record syringe, the 
tube held firmly round the nozzle to prevent 
the escape of air from the fimbrial opening. 
Ballooning of the tube occurred proximal 
to the site of obstruction. 

The Fallopian tube was divided on the 
patent the occlusion, without 
clamping, and the patent portion held by 
forceps applied to an adjacent portion of 
the mesosalpinx. Any bleeding points on 
divided mesosalpinx were ligated. 
Obstruction to the passage of a nylon 
suture along the proximal part of the tube 
confirmed non-patency in each case. 

In some instances the lumen of the patent 


side ot! 


the 


MARGARET Moore M.D., F.R.C.S., F.R.C.O.G. 
Gvnaecologist to the Fertility Department, Roval Free Hospital, London 


FOUR CASES OF RE-IMPLANTATION OF THE FALLOPIAN TUBES 


portion of the tube was too small to mani. 
pulate, and a further portion was excised. 

Using a pair of fine scissors, the patent 
portion of the tube to be re-implanted was 
divided on each side for a distance of a 
third of an inch, and covered with a swab 
soaked in warm. saline. Holding the 
occluded portion of the tube with fine 
artery forceps and using a fine scalpel a 
circular portion of uterine wall was excised, 
thus making a new opening into the uterine 
cavity at the cornu. The opening was 
made sufficiently large to enable the portion 
of tube about to be implanted to be 
passed through without pressure on the 
sides. 

Manipulation of the tube into the new 
opening was rendered easy by the passage 
of a small probe along the tube lumen. 

Having ascertained that the tube 
entered easily, the tube, with the probe in 
situ, Was withdrawn in readiness for stitch- 
ing. Using an eyeless needle with black 
gossamer silkworm thread attached, the tip 
of one split portion of the tube was caught 
through its outer coats and the thread tied, 
leaving the needleless end sufficiently long 
to re-thread. 

The needle was then passed into the 
aperture made in the uterus and drawn 
through the uterine wall. The other end 
ot the suture was threaded on a fine needle 
and passed through an adjoining | ~rt of 


the wall (Fig. 1). 
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SHADED 
AREA REMOVED 


Lhe same proc edure was repeated on the 
other split portion of the tube and, after 
the tube had been gently manipulated 
through the opening in the uterus by means 
of the probe, the two sets of sutures were 
lrawn tight and tied, The cut edges of the 
iterime sutured to the outer coat 
of the tube. 


wall were 


The process Was 


repeated on the 


second tube Great care was taken to 
Swabs dipped 
malin tooo solution of adrenaline were 


nsed to bleeding 


remove all traces ot blood. 


stop trom the incised 
uterus. 

Pubal insufflation was carried out 10 days 
itter operation and repeated after the first 
nenstruation. 


iged 


This patient, 


terility li 


Marriage pregnancy was terminated third 
month of gestation, following the administration 
of a hot, intra-uterine douche 


Iwo previous investigators had tound the 


Fallopian tubes to be occluded. On two occasions, 
following the administration of an anti-spasmod 
drug, I also found that insufflation gave evidet 

of uon-patency A 


bilateral cornual occlusion (Fig 


itero-salpingogr 
3) 
Operation was performed, as descr 
November, 1947. At operation 


Fallopian tube was tound to be patent 


19th 


third, the left in its outer hal! 


filmy adhesions about the 
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Convalescence was 
of the lung 
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Operation 


Fic. 5 
Fic. 6 


Before operation 
After « 
yperation 
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ind immediate shoulder pain experienced both 


then and on 3 subsequent occasions. Patency of 


+ 


the right Fallopian tube was demonstrated radio- 
zraphically (Fig. 4). 
rhe patient has, as yet, tailed to conceive. It 


is possible that adhesions between the ovary and 


tube re-formed, and pre vented entry of an ovum 


into tube 


Microscopic sections of the portions of tubes 


removed showed bilateral occlusive fibrosis 


CasE 2. This woman, aged 28 years, had been 


marred tor 1 year and z months when first seen in 


1947. In 


gon rrhoea, 


1944 she had undergone treatment for 


but all tests for Neisserean infection 


were now negative. There was no history of tubal 


infection and, on pelvic examination, no residual 


evidence of a pelvic infection was detected 


tubal insufflations and salpingogram 


lemonstrated bilateral cornual occlusion (Fig. 5 


In June 1948 tubal re-implantation was per 


formed Insutilatton was omitted the 


prior to 
patient's discharge from hospital, owing to my 
ibsence on holiday. Repeated attempts to contact 
her on my return failed, owing, as I subsequently 


+ 


learned, to her change of address and remarriage 


In July 1949, from the history she subsequently 


gave, there is no doubt that she had a tubal 
ibortion \ salpingogram taken 3 months after 
this event, showed a patent left tube and a 


distended right tube, occluded fimbrially (Fig. 6) 
rhe right was presumably the side of the tubal 
ibortion, judging by her pain. 


In April 


spasmodic abdominal pains and passed 


1950 the woman experienced a few 


6-weeks 
membranes 


foetus in intact 


A kymograph taken in May and again in August 


1950 showed tubal patency. 


Unfortunately the portions of tube removed 


were not sectioned, but it was found impossible 


to pass a nylon suture along the part of each tube 


removed owing to complete occlusion of the lumen 


CASE 3 


woman, aged 33 vears, related that 


12 years previously, 8 attempts had been made to 
termmate a pregnancy, which was finally achieved 


the sixth month. 
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She consulted me when, after 3 years of married 
life, 


pregnancy. 


she had been unsuccessiul in obtaining a 


Three tubal insufflations failed to denote tubal 


patency, a finding confirmed in the salpingogram, 


which showed a small uterine cavity of a bicor 


nuate appearance 
Tubal re-implantation 
The 


It was evident, when the opening was made into 


was performed in May 


1949 uterus was normal in size and shape 
the uterus, that the smallness of the cavity resulted 


trom the increased thickness of the uterine wall 


Tubal patency to insufflation was demonstrated 
post-operatively and carbon dioxide heard escap 
ing on both sides, the sound differing on the two 
sides. Owing to the patient's speedy departure to 
ireland a salpingogram was not taken 

rhe patient has since been delivered ot a healthy 
emale child weighing 6 pounds 12 She 


6th 


Ounces 


threatened miscarriage at the week of 


vesta 


tion, but was kept in bed until symptoms subsided 


Sections of the occluded show occlusive 


tubes 


fibrosis 


CaskE 4. This patient, aged 29 years, complained 
of 4 vears sterility There was 1 child aged 
Nine months following childbirth she miscarried 
as a result of a self-administered hot douche 
Admission to hospital was required on account of 
haemorrhage, and a dilatation and curcttive per- 


formed 


Insuttlation in December 19438 and in February 


ind September 1949 all showed no evidence of 


t 


tubal patency. A radiogram taken in December 


1948 showed a filling detect at the left cornu and 
bilateral cornual occlusion 
Bilateral tubal implantation was performed on 


zoth July, 1950. Tubal insufflation on August 3rd 


and 17th showed tubal patency with immediate 


shoulder pain 
The salpingogram pert 


left 


rmed on September 14th 


showed the tube to be patent throughout 


Microscopy of the removed portion of tubes 


showed occlusive fibrosis (Figs 7-10) It is note 


worthy that the left side, on which the tube was 


divided through a part of more healthy appearance 


was the side that remained patent 
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SUMMARY 


The case histories of 4 women, st rile on 
account of tubal given 
Three women were tound to have 
tubal occlusion oft the 
tollowing attempts to 


hot 


occlusion, are 
ibove. 
bilateral 


Fallopian 


cornual 
tubs 


means Ol a 


abortion, 2 by 
history ot a gonor- 


procure 
dour he 
rhoeal intection 


()ne Pave 


of the 8 re-implanted tubes were 
patent as a result of operation, and 2 of the 
women conceived, one carrying to term. 
The technique of the operation is described. 


Six 


My thanks are due to Dr. McLarty for 
her sketch, and to the pathological, radio- 
logical and photographic departments ot 
the hospitals to which I am attached, tor 
thei help. 
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THE PLACE OF X-RAY THERAPY IN THE TREATMENT OF 
MALIGNANT OVARIAN TUMOURS’ 


MARGARET C, Tol 


BY 


F 


) 
X. 


Depuiy Director, Christie Hospital and Holt Radium Institute, Manchester 


X-RAY therapy has been used in the treat- 
ment of malignant ovarian tumours to! 
many years, but there is still little know- 
ledge of its actual value. It is always 
difficult to estimate the importance of 
combined treatments and in all but the very 
late cases radiotherapy follows surgery. 
There are various possibilities: the. sur- 
geon may be able to perform a pan-hys- 
terectomy and believe that he left 
nothing behind and yet be deceived because 
small clumps of malignant cells or lymph- 
atic permeation are invisible to the naked 
eye. More often he suspects that at some 
point he cut through malignant tissue, or 
that he ruptured a malignant cyst, and, 
sometimes, he knows that he had to close 
the abdomen leaving behind much 
tumour that all the patient can hope tor is 
a short respite. 

X-ray therapy is in early cases always 
an addition to surgery and it is only in the 
late where tumour was known to 
remain, that it is possible to be dogmatic 
that a cure was produced by irradiation. 
The ** late’ case is that with a large, very 
malignant, inoperable cancer, so that not 
many are cured, but even so the 5-year 
survival rate is not negligible. It would 
be most helpful could we compare the 
results of surgery alone with those of com- 
bined surgery radiotherapy, but 
unfortunately reports which give the 
information are not. easily 


has 


sO 


Cases, 


necessary 


*Paper it the Sixth International Congress 


, July 1950 


Radiology, London 


found. Table I shows a tew figures from 
the literature. 


Cancer of the Ovary, 


Survival 
rate 

at 5 years 

per cent 


Number 
treated 
by surgery 


Iki ported by 


Jacob and Strenstrom 
Meigs 
Schleyer 

(quoted by Brews 


31 
154 
50 


35 


15 
“4 


5 


I have not prepared a table of cases 
reported from other clinics to show the 
effect of adding X-ray therapy, because 
variations in the selection of cases, differ- 
ences in technique, and failure to follow 
the cases until the 5th or even the 3rd 
anniversary make for unreliable statistics. 
My arguments must, therefore, be based 
on the results obtained at the Manchester 
Centre, shown in Table II. 

In spite of this lack of evidence, it does 
not seem unreasonable to claim that radio- 
therapy given after the surgeon has done 
his best tor the patient appre lably in- 
creases her chance of survival. 

It this premise is accepted, it must be 


BLE I] 


Siiiule 


Cancer of the ovary 

Treated DV ray, 1940 1944 

year crude 
irvival rate 
per cent 


Number 
alive 


35 30 


> 
4 Holl Rad 
Number 
treated 
355 
‘ 
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with reserves, and it is necessary to try to 
find out whether it is true of all ovarian 
tumours or only of some. It might be 
expected that this question could be 
answered with authority, but in spite of 
much interesting work by the pathologists 
little information is yet available. It would 
be necessary to relate the results of treat- 
ment to type of tumour, but there are so 
many different tumours in this organ ot 
complex function that in the series reported 
the number which can be classified by 
type is small and may be. still 
further subdivided by varying techniques 
and doses. Even when larger numbers 
become available it will still be difficult to 
compare the results of treatment of the 
different tumours, because the question of 
radiosensitivity is always confused by 
varving degrees of malignancy. For 
instance, papillary cystadenocarcinoma is 
probably moderately radiosensitive, but 
it is also a tumour of slow evolution and in 


classes 


1 or 2 of our cases recurred after 5 years. 


On the other hand, some solid carcinomas 
which are undifferentiated are very radio- 
sensitive, but they are also so malignant 
that metastases are nearly always present 
ind multiple and soon kill the patient. Of 
one tumour it is possible to say definitely 
that it is so radiosensitive that it is curable 
unless very advanced—dysgerminoma is 
probably as sensitive and as curable as the 
homologous seminoma of the testis. 


TABLE 


Radium Institute 


Adenocarcinoma 

Papillary cy idenocarcinom 

Malignant pseudo-mucinous cystadenoma 
Undifferentiated carcinoma 

Miscellaneous malignant tumours 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


method ot 
There are 


Finally, the question of 
treatment must be considered. 
two possibilities : 

1. The smallest possible volume otf 

tissue which can be regarded as likely 
to contain the whole tumour can be 
irradiated to the highest dose which 
the local tissues will tolerate. 
The whole region likely to be in- 
volved by the tumour and the most 
probable sites of secondary deposits, 
i.e. the whole peritoneal cavity from 
the pouch of Douglas to the upper 
aortic lymph nodes, can be irradiated 
to the highest dose which systemic 
tolerance will allow. 


In the Holt Radium Institute the second 
possibility has been chosen because it is 
believed that the local tolerance of the 
pelvic tissue is not so much greater than 
that of the whole peritoneal cavity as to 
allow a dose high enough to justify leav- 
ing much potentially invaded tissue un- 
irradiated. A special appliance is, there- 
fore, used which is a device to ensure the 
homogeneous irradiation of large volumes, 
called the Trunk Bridge, and the whole 
peritoneal cavity is treated by four oblique 
helds usually 30 by 20 cm. When the 
patient is tall, longer fields are needed and 
40 by 20 cm. fields can be arranged. If 
care is taken not to go too fast, the same 
dose can be attained. It is essential for 


il 


5-vear crude 
survival rate 
per cent 


od 
+ 
| 
| ( ricer of the Ovary 
¢ \ tholo il roups 
Number Number 
Pathology treaced Alive 
27 41 
27 12 44 
67 
67 
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Fic. 1 


Iwo laths made of plastic material, carried on graduated posts and angled at 
120°, fix the position of the fields 
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Fic. 2 
* The patient lie inder the bridge and is tre ted prone 
, ind supine 4 fields in all Phe applicator is taken back 
to make a field 30 22! 


this method that the daily input rate should 
be very low at first and gradually increased. 
In practice we begin with 35 r to each of the 
4 fields and increase by 5r per day to 8or 
per day. The total dose delivered homo- 
geneously throughout the volume treated is 


TABLE 


Group 


No known residue 
Residue—completely treated 
Ali Cases—completely treated 


},000 r in from 28 to 30 days. Two photo- 
graphs (Figs. 1 and 2) show the Trunk 
Bridge and a patient under treatment. If 
the daily input rate is correct there is little 
trouble with radiation sickness, although 
there is usually a little nausea. Diarrhoea 
is seldom troublesome. The best indicator 
of tolerance is the white blood cells, which 
should be counted before treatment is 
begun, at the end of ro days, and then twice 
weekly till after the course has been com- 
pleted and the count is seen to be rising. 
Both the monocyte count and the total 
whites should be watched. A fall to 300 
monocytes is regarded as a danger signal, 
particularly if the fall suddenly goes faster, 
but treatment may be continued provided 
the éotal count does not fall below 2,000 and 
the clinica, condition is good. 

With these precautions the dose of 
3,000r can nearly always be obtained 
without serious disturbance, so the price 
paid by the patient is not an unduly high 
one. It is not, of course, believed that the 
tumour dose of 3,000 r in 4 weeks is likely to 
be lethal to more than a proportion of the 
tumours, those which fall into the sensitive 
range, but it is the highest which can be 
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obtained without exceeding the systemic 
tolerance of the average patient. 

A table has already been shown giving 
total results, but Table IV will clarify the 
varying effects of this treatment on 
patients in three stages of disease. 


iV 


Holt Radium Institute 


Cancer of the ovary 


5-year crude 


Number Number survival rate, 
treated alive per cent 
19 15 79 
83 23 28 
102 38 37 


I am firmly convinced that, if the gynae- 
cological surgeon would realize, as have 
many surgeons where cancer of the breast 
is concerned, that the radiotherapist offers 
a partnership most profitable for the 
patient, it would soon become a matter ot 
course that every ovarian tumour proved 
to be malignant should receive post- 
operative irradiation. In England and 
Wales about 2,000 women die every year 
ot cancer of the ovary. The incidence rate 
in the State of Connecticut was 59 pet 
million compared with the British rate ot 
56, so the death rate in the U.S.A. is not 
likely to be less. In the Manchester region 
in 1946 | estimated from the number ot 
registered deaths that there would be 246 
cases of cancer,of the ovary—the number 
treated (and this is the only centre where 
radiotherapy could be given) was 46 cases. 
I do not think that the proportion treated 
in other centres is likely to be much higher. 
How much suffering might be saved could 
collaboration offer an increased chance ot 
cure to all cases of proved malignant 
tumour of the ovary accepted for treatment 
by surgery in every recognized gynaeco- 
logical service ? 
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THE USE OF INTRAMUSCULAR ERGOMETRINE AT THE END OF 
THE SECOND STAGE OF NORMAL LABOUR 


BY 


DorREEN DaLey, M.D., F.R.C.S.E., M.R.C.O.G. 


Obstetrician and Gynaecologist, St. Helier Hospital, Carshalton 


Many obstetricians dislike stimulating the 
uterus with oxytocic drugs in the 3rd stage 
ot labour and Kerr and Moir (1949) 
‘entirely condemn’ giving ergometrine 
at the time of delivery as a routine proce- 
dure; Joyce and Lennon (1948), in a paper 
advocating the use of ergometrine in the 
3rd stage haemorrhage, state that they 
think that it is the best policy to await 
natural separation and expulsion of the 
placenta in the normal case. De Lee and 
Greenhill (1947) regard ergometrine (ergo- 
novine) as a dangerous drug tor general 
practitioners to use in the 3rd_ stage 
because of the danger of retained placenta. 
In spite of the opinions of these 
authorities, those who have given it 
prophylactically to the normal case seem 
to have had good results. Berry Hart(1g12) 
in his Guide to Midwifery writes, ‘‘ when 
the child has been born, it is a good plan to 
give a hypodermic of ergotine into the 
patient's upper thigh, and for this purpose 
a sterilized and standardized solution of 
ergotine should be used. The question is 
often debated as to whether or not, and 
when ergotine should be given. I advise that 
it should be given in all cases atter the head 
is born, and that one should not wait for 
haemorrhage before injecting it. My reason 
for giving it is that it takes away from the 
practitioner who follows this rule the 
serious risk of being face to face with a 


injection and the risk of incarceration, 


badly asphyxiated child and tlooding.”’ 
Even though the ‘‘hypodermic of ergotine’’ 
was probably less potent than the 0.5 mg. 
of ergometrine in use to-day, the principle 
remains the same, he mentions no compli- 
cations and his last point is one of obvious 
importance in domiciliary practice. 

In 1935, a group of 500 consecutive cases 
were given 0.5 mg. of ergometrine intra- 
muscularly, as soon as the head was 
delivered, in Protessor F. J. Browne’s 
unit at University College Hospital. Flew 
(1947) reports that there was no evidence of 
constriction ring nor Was manual removal 
of the placenta necessary in any of the 
cases. At the same time, Flew does not 
suggest that we should teach the routine 
use of ergometrine. Davis and Boynton 
(1942) report marked reduction of blood 
loss and a very low incidence of third stage 
complications after giving 0.2 mg. of 
ergonovine intravenously as soon as easy 
egress of the shoulders was assured. They 
inalyze a group of 1,020 cases treated in 
this way and note that in 81 per cent of cases 
the blood los: was not more than 100 em. 
Incarceration ot the placenta occurred 
occasionally and the incidence of manual 
removal of the placenta was 1 in 127 cases. 
They conclude that the regime is only suit- 
able for hospital practice in view of the 
great importance of accurate timing of the 
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ERGOMETRINE Al 


For the treatment oi 3rd stage haemor- 
rhage the modern trend of opinion appears 
to be more in favour of injecting ergome- 
trinc than has obtained in the past although 
Gibberd (1947) still strongly condemn it. 
Moir (1947) considers that ergometrine is 
most eliectively administered by giving 
0.25 mg. intravenously and following it with 
expression of the placenta as soon as the 
fundus becomes hard. In 1948 Joyce and 
Lennon presented an analysis of 156 cases 
of postpartum haemorrhage and advocated 
that a midwife should be allowed to give 
ergometrine for 3rd stage bleeding while 
awaiting the doctor’s arrival. Partly as a 
result of this convincing paper, the Central 
Midwives’ Board, which is rightly cautious 
of new methods until their safety has been 
firmly established, wrote to examiners, 
asking them to bear in mind that there is 
strong medical backing for the use of 
ergometrine by the midwife in the event of 
severe haemorrhage before the delivery ot 
the placenta if medical aid is not immedi- 
ately available, provided, of course, she 
has been thoroughly instructed in the use 
of the drug. It is obvious that such treat- 
ment must be much safer than manual 
removal of the placenta carried out by an 
inexperienced midwife on a shocked and 
conscious patient. More recently Shaw 
(1949) has supported this view in his paper 
on the use of oxytocics in the abnormal 3rd 
stage. He found that the placenta separ- 
ated more quickly and that blood loss was 
so much reduced that transfusion was only 
rarely required. 


The Purpose of the Present Investigation. 

or several years the incidence of post- 
partum haemorrhage in the department in 
which the author works has given some 
concern and the high rate (10.7 per cent in 
1948)’ has continued in spite of changing 


labour ward staff and frequent review of 
B 
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the management of the 3rd stage. New- 
comers to the hospital staff consider that an 
important factor is that all blood loss is so 
carefully measured that some of the minor 
haemorrhages, that would not be counted 
elsewhere have been included in our figures. 
This is a comforting thought, but does not 
prevent our making every effort to improve 
the situation. An ex-colleague, Dr. D. S. 
Greig, made the rule in about 1945 that 
the midwives or residents should give an 
injection of ergometrine when the head 
was crowned in all cases of prolonged 
labour, high parity, multiple pregnancy, 
antepartum haemorrhage, hydramnios and 
operative delivery. The drug was usually 
given intramuscularly and the dose 0.5 
mg. but if a doctor were present it was ofte 
injected intravenously, at first in doses of 
0.125 mg., but more recently 0.25 mg. has 
been given. Our impression was _ that 
bleeding was reduced and retained placenta 
a rarity, and asa result we have continued 
the regime. A high proportion of the cases 
of postpartum haemorrhage occurred in 
otherwise normal labour and, as some of 
the older views about 3rd stage oxytocics 
appear to be in the melting pot, it was 
decided to investigate the prophylactic use 
of ergometrine in the normal case. The 
experiment was started in the spring of 
1949 and interest in it was stimulated when 
Sir William Gilliatt suggested at the British 
Congress of Obstetricians and Gynaecolo- 
gists shortly afterwards that a series of 
normal cases given ergometrine at the time 
of delivery should be studied, with a view 
to finding, perhaps, a means of lessening 
the incidence of postpartum haemorrhage 
which still accounts for a considerablk 
number of maternal deaths. 


Details of the Investigation. 


The series consists of 490 cases with 510 
controls. Treated cases were given 0.5 mg. 
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( Ol 
of ergometrine by deep intramuscular in- 
jection into the thigh as soon as the head was 
crowned. 

The cases were consecutive except that 
the type of case referred to above, in whic h 
might be ex- 


postpartum haemorrhage 
pected, were excluded from the experiment 
Thus all those studied were delivered 


spontaneously of a sinele foetus after less 
was 


than 48 hours of labour, their parity 


less than 5 and they had had no ante-par- 


tum haemorrhage or hydramnios. Two 
‘ases of traumatic haemorrhage were also 
excluded. The reasons for not including 
those liable to haemorrhage were that we 
elt sufficient onvinced of the value of 
ergometrine in thes ises not to wish to 
withhold it, and al to obviate either the 
treated or 1 control group being over- 
loads ith this type ot case 


Treated cases were divided from controls 


by the simple method of thé technique 
changing with the team of obstetricians on 
duty. The two teams changed at 9g a.m. 


each weekday and worked alternate week- 
ends. Advantages of this scheme were that 
it involved random distribution of the 
midwives, who are in charge of the normal 
deliveries, between the two groups and also 
ensured that the pupil midwives and under- 
graduate students, working in the labour 
wards for 3 to 4 weeks at a time, did not get 
the impression that ergometrine was normal 
treatment. Doctors were only called for 
the 3rd stage if there was haemorrhage or 
delay. Both teams did in fact treat such 
cases on much the same lines but, in case 
of any variation, comparison of detail 
between the two groups in this survey with 
regard to large haemorrhages and very 
long 3rd stages should not be drawn. 

The 3rd stage was managed by keeping a 
hand gently on the fundus until signs of 
placental separation were apparent. This 
control was not interrupted while the 
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patient was being turned from the left lateral 
to the dorsal position after the baby was 
born, so that most of the liquor had drained 
away before she was placed on her back. 
(This technique has superseded in the 
department the method of watching the 
fundus and results have been somewhat 
better since the change.) Any attempt to 
express the placenta was forbidden to the 
midwives as a doctor was quickly available 
if bleeding occurred. A kidney dish at the 
vulva collected all blood loss, which was 
measured with care. Blood from lacera- 
tions, and possibly a little liquor was thus 
ine vitably included with blood from the 
placental site but it seems likely that the 
nount was small enough, and the groups 
enough not to affect com- 
s between the 
usually treated 


OI Cases large 
parisons of blood los 
The obstetrician 
partum haemorrhage by giving intravenous 
ergometrine, unless it had recently been 
given intramuscularly, and attempting to 
‘xpress the placenta with the next contrac 
tion. If expression failed, or if the placenta 
had been retained for 2 or 3 hours without 
undue loss, manual removal was carried 
out. Blood transfusion was used freely in 


shock cases. 


groups 


post- 


RESULTS 

1. The general results are summarized 
in Table I. The ergometrine produced a 
reduction of 4 minutes in the duration of 
the 3rd stage, and a reduction of 2} ounces 
in the amount of blood loss, both of which 
are statistically significant. 

2. With a view to finding out if parity 
were related to either haemorrhage or 
length of 3rd stage, and if so whether the 
multigravidae were equally distributed 
between the two groups, further analysis 
was undertaken (Table IT). It is clear that 
distribution was even and the interesting 
fact is brought out that the ergometrine 
effect seemed much greater in the primi- 
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TABLE | 
Summary of Results 


Group No. of cases 
Ergometrine 490 
Controls 510 


Diftfference 


gravidae than in the multigravidae, 
particularly as regards blood _ loss. 
While the figures for both blood loss 
and duration of the 3rd stage are statistic- 
ally significant in the primigravidae, in 
the 2-gravida cases the results are not 
significant and are significant only for 
duration of the 3rd stage in the 3- and 
4-gravid ie. 

> In Table II] the data have been 
broken down into intervals of 3rd stage 
duration and they are represented pictori- 
ally in Fig. 1 except that the data for the 
3- and 4-gravidae have been omitted to 
simplify the diagram. The first point of 
interest is that, in the part of the diagram 
where the numbers are substantial, only in 
the primigravidae are the lines for the ergo- 
metrine and control groups clearly 
separated. The widening of the lines at 


the upper ranges can be ignored since the 
plotted values are based on very small 
numbers in this part of the diagram. 
Secondly, in the control group, as indicated 


Mean length of 
3rd stage 
(minutes) 


Gravida Cases 


I E 267 17-00 (1.40) 3-36 
C 280 20.36 (1.00) 


14-40 (1.33) 
C 159 18.87 (0.99) 


N 
wn 


47 


3 and 4 = 68 15.28 (1.82) 9.04 
> 24.32 (4.02) 


Significant P<o.o1 


(Figures in brackets are S.E. of Means.) 


Taste II 
Effect of Parit 


Difference 
Significant P<o.05 11.03 (0.58) 
Not significant P>o.10 12.43 (0.82) 


1.53 
Significant P<o.05 11.01 (1.31) Not significant P>o 30 


Mean length of 
3rd stage 
(minutes) 


Mean blood loss 
(ounces) 


15.94 (0.91) 9.00 (0.34) 
19.82 (0.84) 11.47 (0.45) 
3.88 2.47 


Significant P<o.oo1 


in Table II, haemorrhage in the second 
pregnancy is not very much greater than in 
the first. In the ergometrine group, how- 
ever, the differential effect of the drug in 
a first labour is well illustrated. 


9 10 20 30 40 50 


DURATION THIRD STAGE C 


Mean blood loss 


(ounces) Difference 


7-92 (0.37) 3-11 
Significant P<o.oo1 


10.64 (0.74) 1.79 
Not significant P>o 10 


9.48 (0.87) 
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BLOOD 


4. Figs. and 3 show for the main 
groups the distribution of the blood loss and 
the length of the third stage respectively. 
Chere is a definite shift to the left in the 
ergometrine cases, more pronounced in the 
primigravida group. 

5. The incidence of postpartum haemor- 
rhage of 20 ounces and over‘has been com- 
pared in the different parity groups (Table 
[V). The incidence of 9.2 per cent in the 


“ ast 


DURAT 


OSs 


total ergometrine group as compared with 
15.7 per cent is statistically significant. In 
the primigravidae the difference is very 
striking (5.2 per cent compared with 13.2 
per cent) and is also statistically significant, 
Whereas in the multigravidae the results do 
not reach significance. 

6. There is no significant difference 
between the ergometrine and the control 
groups with regard to the proportion of 
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TABLE III 


Length of 3rd stage Total 
(minutes) 
Range Mean 


yravida cases 


Under 5-05 


10-19 


3° 


00 


ove 


3 and Under 1 


4 
1.73 
2.601 
22.c0 


21.43 


30.00 


39.35 


— Ergometrine 


Blood Loss According to Parity and Length of 3rd Stage 


Blood loss—fluid ounces 


8 20- 30- 40 Mean (S 
5.50 
76 


7.69 


(i 


(0.90) 
».97) 
2 41) 


» 8 


93) 
.13) 


74) 
63) 


74) 
09) 


1.19) 
94) 


59) 


12.00 


40.60 


( Ceontiois 


* The S.E. of mean—the individual groups in this table are so small that sampling errors are large and 
only in rare instances (marked+) have the differences in blood loss any statistical significance. 


cases with retained placenta for 60 minutes 
or more (Table IV). 

7. Although strict comparisons should 
not be drawn between types of treatment 
needed for haemorrhage and retained 
placenta, as different obstetric teams were 


involved, it is perhaps of interest to note 
that manual removal of the placenta was 
carried out 5 times in the ergometrine cases 
(1.02 per cent) and 6 times in the controls 
(1.2 per cent). In the ergometrine group, 
the indication was haemorrhage in 2 cases 
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56 3 8 13 $3) ‘| 

5.26 31 I 9 $ 74) 

mu 12.13 146 25 33 26 15 36 5 (0.44) 

ia 12.690 127 2 2 9 33 6 1 10.32 (0.85)f 

20-29 _21.73 44 7 7 8 4 14 3 I 9.28 (1.01) 

21.67 76 2 3 13 12 28 I 1 10.78 (0.98)T 

= 30-59 E 33.08 13 2 I 5 3 I I - 8.46 (1.77) 

( 30.57 35 I 4 “ 3 16 5 3 I 15.00 (1.61) | 

60 and 137.3 8 2 2 2 I I 10.50 (4.06) 
over C 84.4 I 3 I 3. 20.36 (5.32) | 

| 
3 2 Under 10 E 5.28 47 } 11 9 5 5 9 3 I 7-50 9) | 
( 5.04 25 1 2 3 7 2 3.66 M.23) ‘| 

1o-1I9 12.13 80 2 9 16 10 22 7 3 610.33 | 
C 11.98 82 2 9 13 8 21 9 3 I 11.09 
20-29 21.26 19 2 2 3 I 5 4 I I 14.05 
E Cc 22.23 31 I 3 5 2 3 9 2 4 2 14.59 (= Pe 
e Cc 37.22 Is I 4 I 2 4 I 4 I 17.28 (3 

@amnd E 84.2 6 2 I 1 2 28.50 oH 

73.7 3 - I I - 26.33 (4 | 
5-29 14 I 4 { 7-07 

16 3 2 4 4 - §-63 (1 
40 2 4 4 10 5 i! ).05 
, 28 I 6 4 5 3 8 I 7-04 

8 ~ I I I 5 11.18 
14 I 2 2 I 4 12.360 (1.84) 

30550 3 i - 7.33 (3-21) 
8 I I 2 I 12.75 (3.86) J 

oOand E 76.7 3 I I 1 (7.21 
over C 137.6 5 3 (6.59)t 
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IV 


Postpartum haemorrhage 
20 ounces and over 
Cases N Per cent 


Gravida 


k 207 14 5.2 
C 280 37 


Total E 490 $5 g.2 


* A difference of more than three times its sampling error has been accepted as significant 


Incidence of P.P.H. and Retained Placenta 


Difference* No Per cent 


Not significant 


6.5+2-1 17 3 
( 510 SO 15.7 Significant 19 3- 


Retained plact nta 

(Third stage 60 minutes 
or more) 

Difference* 


8.0+2.4 3.0 0.9+1.60 
Significant 11 3.9 Not significant 


3-4+4.3 6 3.9 -2-0+ 1.9 
Not significant 


$.1+5.6 4-4 3.9 
Not significant 5 7.0 Not significant 


3.5 0.2+1.2 
7 


Not significant 


?.e., P<o.or, but even on a less stringent criterion of twice the s.e. none of the other results 
marked ‘‘ not significant '’ approaches significance. 


and retained placenta with less than 20 
ounces loss in 2 cases. The average 
amount of bleeding in these ergometrine 
cases was 25 ounces, while in the control 
group haemorrhage was the indication on 
every occasion and the average blood loss 
was 42 ounces. In 2 of the ergometrine 
cases there was a contraction ring, one with 
a separated placenta and the-other with 
partial placental attachment. In the 5th case 
the placenta, visible at the vulva, was nip- 
ped in the cervix and was easily removed 
manually without an anaesthetic with the 
aid of cord traction. The control group 
included one case with contraction 
ring and 2 others in which the placenta had 
vecome caught in the cervix. Thus, there is 
little difference between the groups as 
regards true contraction ring and cervical 
spasm. 


Cases Excluded from the Series 


While these 1,000 normal cases were 
being investigated, there were 159 cases ex- 
cluded on account of various abnormalities. 
These comprised long labour (14 cases), 
high parity (22 cases), forceps delivery (87 
cases), breech delivery (18 cases), multiple 
pregnancy (17 cases) and one case of in- 


ternal version. Ergometrine was given to 
all cases, sometimes intramuscularly and 
sometimes intravenously. The technique 
of managing the 3rd stage varied slightly 
with the obstetrician concerned and blood 
loss was not easy to measure accurately if 
the perineum were being sutured under 
anaesthesia. Analysis of results in these 
circumstances would be of little use and, in 
any case, is outside the scope of this paper. 
The impression gained is that if 0.25 mg. 
of ergometrine is injected intravenously at 
the time of delivery, the placenta can 
usually be expressed at the time of the first 
contraction with little loss. Occasionally 
this cannot be done and there is then a 
greater risk of retained placenta than if the 
3rd stage had been allowed to proceed 
normally. 


DISCUSSION 


It would seem from these results that 
giving ergometrine to the normal case at 
the time of delivery is a safe procedure, for 
there were no side-effects and no significant 
difference in the incidence of contraction 
ring and cervical spasm compared with the 
control group. 
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fhe main points to decide, therefore, are 
how useful the method is in preventing 3rd 
stage complications and the extent to which 
its use should be advocated. 

The results of the investigation suggest 
that the incidence of postpartum haemor- 
rhage can be appreciably reduced by 
giving ergometrine in this way, and it is 
of interest to consider how the reduction 
is etiected. According to Davis and Boyn- 
ton, when oxytocics are given other than 
intravenously, in most cases the placenta 
is separated by the normal mechanism 
before the drug is active and that the effect 
is to stimulate the uterus to expel the 
placenta into the lower segment or vagina 
from which it can easily be expressed. On 
the other hand, Burton-Brown (1949) in 
her radiological studies of the mechanism 
of placental expulsion has shown that after 
contractions have caused separation, 
provided there is no undue loss of blood, 
the uterine cavity is small and that relaxa- 
tion is, therefore, necessary before the 
placenta can pass into the lower segment. 
She also states that the amount of blood loss 
varies inversely with the uterine activity 
ind that the membranes definitely influence 
the mechanism of expulsion; if contractions 
are poor, their separation may be delayed 
with the result that the upper end of the 
placenta is held in the upper segment. 

Contractions following intramuscular 
ergometrine increase in intensity by degrees 
over a period of several minutes and are at 
first separated by intervals of quite reason- 
able relaxation, and the following sequelae 
to the injection appear possible : 

1. The placenta separates and is ex- 
pelled before any appreciable ergometrine 
effect develops. This process is quite 
bloodless in a few cases or, rarely, there 
may be considerable haemorrhage. The 
only advantage of ergometrine here would 
be to control later bleeding. 
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2. Spontaneous contractions are less 
good and the expulsion of the separated 
placenta is held up by adherent membranes, 
with or without abnormal bleeding. 
Stronger contractions induced by ergo- 
metrine should aid membrane separation 
and, therefore, hasten placental expulsion 
and limit any abnormal bleeding. 

3. Placental separation, delayed by poor 
contractions, has not occurred before the 
ergometrine effect is established. The 
reinforcing contractions that follow should 
cause it to separate and, in a favourable 
case, do this soon enough for expulsion to 
be achieved before the contractions reach 
their maximum intensity. 

4. Irregular contractions, before or after 
the ergometrine takes effect, may result in 
partial placental separation. Increasing 
contractions will usually complete the 
separation and be followed by expulsion of 
the placenta. In any case blood loss from 
exposed sinuses should be reduced as soon 
as the ergometrine starts to act. 

5. If the separation and/or expulsion 
have not been achieved by the time the full 
effect of the ergometrine has developed, 
localized or complete spasm of the uterine 
muscle may result in placental retention. 
This might also happen if the clinical 
signs of ‘‘ separation’’, which depend of 
course on the expulsion of the placenta into 
the lower segment, are neglected and the 
attendant fails to complete the delivery. 

Ergometrine should, therefore, be of 
value in all the above circumstances except 
the last, although it can have little effect in 
those cases where there is a sudden large 
haemorrhage within a few minutes of 
delivery of the baby. When placental 
expulsion is only delayed by adherent 
membranes, ergometrine should provide 
a satisfactory substitute for what is nowa- 
days described as Credé’s expression and 
which is only likely to be effective in such 
circumstances. 
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Ketained placenta due to the ergometrine 
remains a possible danger, although in this 
series it has not occurred more often in the 
ergometrine than in the contro] groups and 
it did not occur in any of the 500 similarly 
treated cases at University College Hos- 
pital. Others, however, regard it asa real 
risk and, if it does occur, it is inconvenient 
and may be dangerous if manual removal 
has to be undertaken, even in these cases 


wh re blood loss is often small ‘ nd howa- 
day vhen it seems to be a more innocu- 


ous procedure than it was in the past. 

\ striking feature of the results presented 
apparently much greater effect of 
‘rgometrine in the primigravidae than in 
the multigravidae, presumably as a result 
of th fibro-elastic 
tissue that is present in the uterus after the 
first pregnancy. The author has not been 
able to find in the literature any mention 
of this selective action and if it has not 
already been investigated, tocographical 
research on the sensitivity of uterine muscle 


is the 


relative increase of 


to ergometrine in women of different parity 
would be of ereat inter st. 
untortunate if such work 


It would be 
confirmed our 
suggestion for so often it is the multigravida 


Who is ft subject of 


serious postpartum 


haemorrhage and she is re likely to be 
delivered at hon until she hecomes a 
grands ultipara ’’) than the primi- 


gravida 


| i} IS 1t Wise to idvocate the re uting 


se of Intramuscular ergometrine at the end 
t the se nd sta Th isa very diffi- 
cult question to answer, for the evidence 


at our dispo seems to indicate that. if it 
were common practice, the incidence of 
postpartum haemorrhage might well bi 
lessened and thus cause a reduction in 
maternal mortality. At the same time, 
most of us are fearful of interfering with 
what is usually a normal physiological 
process, particularly when there is even a 
remote chance of our treatment causing 


complications. On the whole the author's 
opinion is that midwives should not be 
allowed to use ergometrine in this way, 
provided that the 3rd stage is proceeding 
normally. It, however, there is any bleed 
ing without obvious signs that the placenta 
has been expelled from the upper segment, 
it would seem wise for a midwife working 
on her own to use this valuable drug at 
once. At present there is evidence at the 
examinations of the Central Midwives 
Board that many teachers are still so ner- 
vous of the drug that they are giving their 
pupils the impression that it should only be 
used in dire emergency and that other 
methods of treatment, including Credé’s 
expression, should be tried first. 

There seems to be no indication for 
doctors to use ergometrine intramuscularly 
in labour; if the drug is indicated it should 
be given intravenously to obtain a quicker 
ind more effective action. 


CONCLUSIONS 
A series of 490 cases given intramuscular 
ergometrine at the end of the 2nd stage of 
norma! labour is reviewed and ard stage 
complications compared with 
i control group of 510 cases. 
seemed to have 


those in 
Ergometrine 
significant effect in 


reducing postpartum haemorrhage and this 


was much more obvious in the primigra- 
vidae than in the multigravidae. 

Although the incidence of contraction 
ring Was no greater in the cases given ergo- 
metrine than in the controls, the writings 
of others give the impression that this is 

definite, though rare, complication of 
uch treatment and, in view of the relatively 
small size of the present series, no conclu- 
sions to the contrary can be drawn 

The present policy of allowing the mid- 
wife to give ergometrine for 2rd stage bleed- 
ing is probably safer than advocating it as 
routine prophylaxis, but it should be im- 
pressed upon her that it is wise to give it 
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early, rather than waiting until there has 
been heavy loss and other methods of treat- 
ment have failed. 


1 wish to acknowledge my very gratetul 
thanks to Mr. B. Benjamin, B.Sc., F.1.A., 
who is responsible for the statistical work 
and the resident medical staff and the 


labour ward sisters, particularly Miss D. 
Roberts, at St. Helier Hospital for their 
help in compiling the data. 
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INCIDENCE OF TRICHOMONAS VAGINALIS IN A SAMPLE 


OF THE GENERAL POPULATION 


INTRODUCTION 


AMONG the mnany reports of the incidence of 
Trichomonas vaginalis in women (see 
rrussell, 1947, for a survey of the litera- 
ture) very little can be found about its 
occurrence in the population, 
nearly all the existing data being based on 
patients attending antenatal or gynaeco- 
logical clinics—a highly selected group. 
Che flagellates have been found not in- 
frequently in women with no clinical 
symptoms (King ef al., 1936; Wu, 1938; 
Debiasi, 1939; Trussell, rg40), but only 
one report has been found of an attempt to 
assess the incidence in randomly selected 
women (Jirovec et al., 1942). These 
iuthors examined 181 healthy women from 
a shoe factory and found 26 (14.3 per cent) 
if them infected, but because of the small 
1umber involved they did not draw any 


conclusions. 


general 


7chera 

[he present survey has been carried out 
our knowledge of the 
vaginalis infections in 


Oo supplement 
ecurrence of T. 
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MATERIAI 
\n unselected series of 562 women 
ttending the birth control section of the 
Kxeter Women’s Welfare Clinic between 
January 1948, and February 1950, sup- 
plied the material for this work. The clinic 
s open to all women irrespective of 


With some Observations on its Relation to the use of Chemical Contraceptives 
BY 


M. WHITTINGTON, B.Sc. 
Department of Zoology, University College of the South West, Exetei 


financial status and, although many of the 
patients belong to lower income groups, 
they are by no means confined to this class, 
and may be regarded asa fair sample of the 
population of the district. Patients are 
drawn from all over Devon, and some from 
the adjacent counties. The area is pre- 
dominantly rural and contains no large 
industrial centres. 

Of the 562 women examined 500 had had 
pregnancies and, of the 62 who had not, 
44 were married, and 18 were unmarried. 

The reasons for which these women were 
attending the clinic are set forth in Table I. 

On her first visit to the clinic each woman 
was given a thorough examination, the 
results of which, together with her history, 
were recorded on her case card. 

EXAMINATION OF VAGINAL MATERIAL 

Samples of vaginal exudate collected in 
mall plastic spoons (Jackson ef al., 1948) 
were placed immediately in cottonwool- 


TABLE I 
No. of women Reason for attending the clinic 
523 Contraceptive advice only 
Il Contraceptive advice and treat 
rie tt lor il dis 
orde Ts 
19 lreatment tor wical 
disorders only 
9 Routine examinati« 
Pota! 
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plugged test tubes and brought back to 
the laboratory for examination. A loop- 
ful of the material mixed with a drop of 
Ringer’s solution on a warmed slide and 
covered with a coverslip, was examined 
microscopically, and the bacterial flora, 
and presence of trichomonads, moulds and 
veasts recorded. Cultures were not made 
as insufficient vaginal material was avail- 
able, and previous experience showed that 
no greater number of positive results was 
obtained by this method. Floras consist- 
ing almost entirely of Déderlein’s bacilli 
(a few other types are invariably present 
in such samples) were classed as Grade I; 
a mixture of Déderlein’s and other bacteria 
as Grade II; and a mixed flora, with no 
Déderlein’s or only one or two in a number 
of fields, as Grade III. When there was any 
doubt about the types of bacteria present 
Gram stained smears were made to help in 
their identification. The pH of the exudate, 
where sufficient material was available, was 
estimated by using quinhydrone and 
microelectrodes. The apparatus (unpub- 
lished) was designed by Professor Britton 
to avoid the errors of colorimetric methods 
in dealing with viscous protein fluids such 
as vaginal and cervical exudates. All the 
spoons were examined within 3 hours of 
their being taken from the patient. In 
cases suspected of venereal disease blood 
tests were carried out, but none proved 
positive. 


INCIDENCE OF 7. vaginalis IN THE GROUP 

Trichomonas vaginalis was present in 30 
(5.3 per cent) of the 562 women examined. 
Fifty-five of the 562 women were found to 
have some gynaecological trouble, such as 
discharge, irritation and soreness of the 
vagina, pelvic pains, and menstrual and 
menopausal difficulties, and are therefore 
excluded from the ‘‘normal’’ total, 
although only 33 of this ‘‘ pathological ”’ 
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Il 
lotal No. with 
No T. vaginalis 
Per cent 
Women without an\ 507 17 ( 3-4) 
gynaecological dis 
orde r 
Women with some 55 13 (23.6) 
gynaecological dis 
order 
Women wanting treat 10 7 (70.0 
ment for discharge 
Women admitting dis- 23 5 (21.7) 


charge when asked 


group had intlammation of or discharge 
from the vagina. The incidence in the 
507 “‘normal’’ women was therefore 3.4 
per cent. 

These figures show that many patients 
with a slight discharge do not complain of 
it until closely questioned by the medical 
officer, and illustrate the danger of drawing 
conclusions about the incidence of the 
parasite in women who apparently have no 
symptoms, without very careful checking. 


AGE 

The women examined were between 18 
and 70 years old, and the presence ot 7. 
vaginalis in the various age groups is shown 
in Table III. 

From the results of other workers, the 
general impression is that T. vaginalis in- 
fections are most common in women of 
child-bearing age, the highest incidence 
occurring usually between 20 and 40 years 


(Ackermann, 1935; Angelucci, 1926; 
rasre Il 
No. with 
Age No. of women examined T. vaginalis 
Per cent 
8-19 13 I (7-7) 
20-20 321 10 (3.1) 
30-34 197 17 (8.6) 
10-49 26 2 (7.7 
50-70 5 oO (0.0) 
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Mohr, 1937; Jirovec et a/., 1g42). A pre 


ponderance of positive cases in the lower 
ige groups has been found by Gwelessiany 


and Papitachvili (1935) (20-25 years), 
schréder and Loeser (1919) and Matsuda 
(1936) (20-30 years), while Wu (1938) 
recorded the greatest incidence among 


yen. the 


oO} positi\ e cases 


yeal old prese nt 
survey the percentage 
G vears is significantly higher 
)}, but the numbers 
of women in the other age 

definite « 
to be drawn. 7. vaginalis has occasionall 
been observed in women who have passed 


iged 20 to 
than in those aged 20-2: 
PTOUDS are not 


large enough to enable onclusions 


the menopause (Stein and Cope, 1921: 
Wu TO28) but is generally regarded as 

frequently in older women. 
present survey the absence of the 


occurring les 


In the 


parasite from women over 50 vears of age 
would seem to bear out this fact. but the 
number of women involved is too small te 


be statistically significant 


PARITY 


Reports of the incidence of this parasite 
in multiparous and nulliparous women are 
Tamura (1937) and Debiasi 
(1939) observed T. vaginalis more fre- 
quently in multiparae than in nulliparae, 
while Schmid and Kamniker (1926) and 
Gy hill (1928) found the reverse to be the 


Table TV shows the 


onflicting 


rceentage ot 


infection among multiparous nulli 
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BACTERIAL FLok\ AND VAGINAL pH IN 
RELATION TO INFECTION 
lable V shows the number of 
pH range, and incidence of 
among the three flora groups. 


women, 
infection 


No. with 


rade 


tion to | H 


fhe pH values for each flor 
the relation of 7. vaginalis infe« 
is shown in Fig. 1, 

If the distribution of 7. vaginalis in the 
three flora groups is analysed by the +? 
technique, there seems a strong probabi- 
lity that the org favoured by a 
Grade IIl flora (P If, however, 
the distribution is considered in relation to 
the number of people in each group with 


nism is 


0.05). 


a vaginal pH between 5.00 and 6.00—a 
range including all but three of the 
Trichomonas occurrences—the  incidenc: 
of the parasite in the 
significantly from random distribution. It 
may be concluded, therefore, that vaginal 
DH is the determining factor rather t! 
bacterial flora, though the association of 
higher pH values with Grade III organisms 


of T. 


} groups does not differ 


lan the 


leads to a preponderance vaginalis 
in this group. 

ind veast-li!: 

none of whon 


T. vaginalis 


Moulds were fe lin 2 
organisms in 6 of tl men 
infected wit 


were 


USE OF CONTRACEPTIVES 


Wessels (1942), in a personal communi- 
tion to Trussell, 1047, remarked upon the 
low incidence of vaginitis in a group of 
1,471 contraceptive patients. Of the 68 
per cent who could be followed up, only 
2 women showed clinical evidence of tri 
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homoulasis, but it is not clear from th 
statement how the diagnosis was arrived at, 
and whether those patients with no overt 
symptoms were examined. In the present 
series, a marked difference was noted 
in the incidence Trichomonas in 
those women who had and had _ not 
used chemical contraceptives (Table V1). 
The probability of this difference being 
a chance effect is only 3.0 per cent 
and, although this is not conclusive, it 
suggests that contraceptives may have 
some protective action in the vagina. In 
view of this, a series of experiments was 
carried out to test the trichomonacidal 
properties of contraceptives in general use. 


I Flora 


Grade 


TabBLe VI 


(7. vaginalis infections in black, uninfected cases shaded _) 


II Flora 


nen who hac 
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METHOD OF DETERMINING THE TRICHO- 
MONACIDAL ACTIVITY OF CONTRACEPTIVES 
IN VITRO 


Iwo g. of each contraceptive were dis 
solved in 6.0 ml. of mammalian Ringer’s 
solution, this being the concentration of 
contraceptive used by Baker et al. (1937 
for studying the spermicidal power of these 
products, and assumed to represent the 
concentration in the vagina after ejacula- 
tion. Equal amounts of the mixture were 
placed in 3 Kahn tubes, each being 
inoculated with one of 3 different strains of 
T. vaginalis from cultures. Controls were 
provided by Kahn tubes of plain Ringer’s 
solution. 

At intervals of 1 and 24 hours after 
inoculation, the contents of each Kahn 
tube were examined microscopically to 


Grade III Flora 


pH values and occurrence «f T. vaginalis in the 3 Flora Groups. 
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determine the condition of the flagellates, 
and their viability estimated by transter- 
ring about 0.5 ml. of the mixture to tubes 
of Dobell and Laidlaw’s (1926) ‘* HSre ’ 
culture medium enriched with 0.5 per cent 
dextrose. Each sub-culture positive fol 
T. vaginalis was examined twice, those 
which were negative being looked at thre: 
times. 

The whole experiment was carried out 
it 37 ¢ 


The pH of the contraceptive mixtures and 


control tubes before and after inocula- 
tion with trichomonads was estimated with 

3.D.H. Lovibond Comparator. 

lable VII summarizes the results of this 
experiment 

In Table VIII the contraceptives 


previously employed by the patients (a 
number of whom had used several different 
listed, together with their tri- 
chomonacidal properties. Eighteen 
patients had used unspecified products 
which could not be traced. 

Analvsis of these results indicates that 


ones) are 


in the vagina no one contraceptive is more 
effectively trichomonacidal than another. 
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The numbers ot intected cases are, how- 
ever, small. 


DISCUSSION 

Ihe incidence of 7. vaginalis in the 
healthy section of this group (3.4 per cent) 
appears to be the lowest yet recorded, and 
is considerably less than the figures ot 
Jirovec ef al. for healthy women (14.3 pet 
cent); these authors quote a 4 per cent 
incidence among healthy women recorded 
by Goldberg, but give no reference to this 
work. The low percentage obtaining in the 
present survey is probably related to the 
very careful medical examination which 
each patient received, and the consequent 
elimination from this section of all who had 
gynaecological disorders. As the incidence: 
among the 33Ir women not using contra- 
ceptives is still less than half that of Jirovec 
et al., the low percentage of infection: 
cannot be attributed to the use of thes 
products by about half the group. 

The infrequency of 7. vaginalis infections 
in this survey may be related to th 
freedom from venereal disease. Consider 
able evidence indicates that gonococci and 


of women using it 


Vo'par Gels (1 with 
(5. P. Soluble 3 
Orthogvnol I 

Gynex 

Prorac. (Chinosol) 


aginalis) 


rrichomonacidal after 1 hour in 


concentrations of 2.0 g. in 6.0 ml 
Ringer 


Rendell's (2 T. vaginalis) 

Volpar Paste 57 ) 

Gynomin 21 (2 ) Trichomonacidal after 24 hours but 
Prensol 2 (1 not after 1 hour 

Prentif 21 (2 ) (Concentrations as above.) 


Ortho-Crem: 


Vimule 


Not trichomonacidal after 24 hour 
(Concentration as above.) 
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T. vaginalis are trequently tound together 
(Ackermann, 1935; King et al., 1930 
Liston and Liston, 1939; Nicol, 1948, inter 
alia). None of the patients in this survey 
had venereal disease and, moreover, the 
records for the whole clinic are extremely 
low—about 0.1 per cent of the goo cases 
examined every year, a figure much below 
that obtaining in birth control clinics serv- 
ing predominantly urban areas. 

Although the present observations 
suggest a lower incidence than those of 
previous writers, they show nevertheless 
that a great many women harbour this 
parasite without suffering any discomfort, 
or showing the clinical symptoms usually 
issociated with T. vaginalis infections. 
Moreover, although the distribution of the 
flavellate is correlated with the pH and 
bacterial flora of the vagina, these factors 
do not appear to affect its pathogenicity. 
Much more work is required to determine 
the conditions under which the infection 
ceases to be symptomless. Endocrine 
levels in the host may play an import- 
ant part. On the other -hand, strains 
from different women do show physio- 
logical variations, differing in their ability 
to grow in artificial media and to withstand 
low temperatures, and the possibility of th: 
existence of virulent and non-virulent 
strains must not be overlooked, although 
at present there is no experimental evidenc 
either to support or to refute this suggestion 


SUMMARY 


1. The incidence of Trichomonas 
vaginalis in a group of 562 women attend- 
ing a birth control clinic over a period of 
2 years is 5.3 per cent for the whole group, 
and 3.4 per cent for the 507 wonten with 
no gynaecological disorders. 


2. The relation between 7. vaginalis 
infection, and gynaecological disorders 
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age, parity, grade of vaginal flora, and pH 
is discussed. 

3. Attention is drawn to the tricho- 
monacidal properties of some of the con- 
traceptives previously used by the patients, 
and a method of assessing their activity i 
vitro is outlined. 
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Women’s Welfare Clinic, Dr. Margaret 
Jackson and Dr. Grace Walker, for their 
ready co-operation providing the 
material for this survey; to Mrs. L. A. 
Harvey, biologist to the Clinic, for her 
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work; and to my Supervisor, Dr. R. S. J. 
Hawes. This work was undertaken 
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INTRODUCTION 


In the course of postmortem examinations 
on 244 newborn infants an eosinophilic 
hyaline membrane which lined bronchioles, 
alveolar ducts and alveoli was found in the 
lungs of 35 liveborn infants. The presence 
of eosinophilic hyaline membranes in the 
lungs of liveborn infants was first reported 
by Johnson and Meyer (1925) and, as 
similar membranes occurred in the lungs 
of men asphyxiated by war gases, they 
investigated the possibility of the mem- 
brane being due to inhalation ot chemicals 
applied to the vulva and vagina during 
labour. The results of animal experiments 
did not support this hypothesis and, as the 
membrane contained tat occasional 
cornified epithelial cells, Johnson and Meyer 
oncluded it was composed mainly of 
vernix caseosa derived trom amniotic tluid 
inhaled ia utero, Farber and Sweet (1931 
Farber and Wilson (19324), Mac pregor 
(1946), Baar (1946), Gruenwald (1947), 
Labate (1947), Morison (1949), and Nelson 
(1950 supported this view of th 
actiology of the eosinophilic hyaline mem- 
brane found in the lungs of liveborn infants 
the term ‘‘ vernix membrane ’’ has 
been widely used. Dick and Pund (1949) 
described two types of hyaline membranes 
in the lungs of liveborn infants. The mem- 


and 


have 


and 


branes containing fat were thought to 
consist mainly of vernix caseosa; the 
aetiology of membranes containing littl 


or no fat was not explainec 
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Rosenthal (1935) described a lesion of 
‘desquamative anaerosis of bronchiolar 
epithelium which he tound with equal tre- 
quency in the lungs of stillborn and live- 
born infants who had shown clinical 
evidence of anoxia in utero. In 
lungs an eosinophilic hyaline membrane 
was associated with this lesion, and Rosen- 
thal believed it had resulted trom degenera- 
tion of the desquamated bronchiolar epithe- 
lium, 


some 


Farber and Wilson (1932a) believed that 
tusion of necrotic cells of the alveolar 
exudate was responsible for the formation 
of the eosinophilic hyaline membrane 
found in the lungs in influenzal pneumonia. 
In support of this opinion Farber and 
Wilson (1932b) produced eosinophilic 
hyaline membranes in the lungs of animals 
by the intratracheal injection of autolyzed 
pus trom human patients. Winternitz, 
and McNamara (1920), produced 
hvaline membranes in the lungs of animals 
by intrabronchial insufflation of weak 
hvdrochlorie acid. The hyaline membram 
was produced by necrosis and hyaliniza- 
tion of bronchiolar epithelium and _ these 
workers postulated that a similar lesion 
was responsible for the formation of the 
hyaline membranes found in lungs of 
patients dying of influenzal pneumonia and 
from exposure to war gases. 


Smith 


The consensus of opinion, therefore, is 
that the hyaline membrane found in the 
lunes of liveborn infants is composed 


Ey = 
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mainly of vernix caseosa, though similar 
membranes in the lungs of adults are 
believed to be produced by the fusion of 
necrotic cells. The results of the present 
investigation are recorded because it is 
believed they show that vernix caseosa 
plays little or no part in the formation of 
hyaline membranes in the lungs of liveborn 
infants. 


MATERIAL 


One hundred and twenty stillborn and 
and 124 liveborn infants who had died in 
hospital were personally examined post- 
mortem. Except for a small number of 
liveborn infants born at home and admitted 
to hospital for medical reasons, all infants 
included in this work were born in hospital ; 
the series is otherwise unselected. The 
lungs of all infants were examined micro- 
scopically. A block of tissue was taken 
from each lobe of the lungs and, unless 
otherwise stated, the following description 
applies to sections stained with haema- 
toxvlin and eosin. 


CLINICAL FINDINGS 
Examination of the case notes of the 
affected infants revealed a fairly character- 
istic clinical history. Thirty-three of the 
35 infants were immature and the majority 
were limp, feeble or cyanosed at birth. 
Respiration was initiated and maintained 
with difficulty. Attacks of cyanosis and 
dyspnoea recurred despite the frequent 
administration of oxygen, and an increas- 
ing struggle for breath developed, ending 
in death from asphyxia within the first 3 
days. 

The important clinical details of the 
infants, the types and complications of 
labour and pregnancy and the primary 
causes of death are listed in Table I. It is 
seen that in 26 cases pregnancy and labour 
were normal: in each of the other 9 cases 
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there were complications of pregnancy and / 
or labour which might have caused anoxia 
of the foetus. In no case, however, was 
clinical evidence of foetal distress in utero 
recorded in the case history. 


PATHOLOGICAL FINDINGS 


At postmortem examination the signs of 
asphyxia were seldom so well marked as in 
stillborn infants but a petechial 
haemorrhages were occasionally found 
beneath the serous membranes of the heart, 
lungs and thymus. In some infants clear 
yellow fluid was found in the pleura! 
cavities, the tissues were oedematous and 
the right side of the heart and the great 
veins were distended with dark fluid blood. 
The main bronchi and bronchioles were 
filled with clear frothy fluid, aeration was 
frequently limited to the anterior borders o1 
the lobes and in some infants who had lived 
36 to 48 hours no aeration of the lungs was 
found. These lungs sank in water when 
whole and atter being cut into small pieces. 

On microscopic examination of the lungs 
a series of changes was observed in the 
epithelium of some bronchioles. In these 
bronchioles the cytoplasm of the epithelial 
cells was swollen and stained more deeply 
with eosin, and the nuclei were swollen and 
arranged irregularly. The complete irregu 
larity in the position of the nuclei was in 
marked contrast to the orderly arrange- 
ment of the nuclei in normal epithelium. 
In some bronchioles the cell membranes 
were not visible and the cytoplasm of 
neighbouring cells was fused together to 
form eosinophilic hyaline material (Fig. 1). 
The chromatin of the nuclei of the fused 
epithelial cells was condensed to form 
Feulgen-positive nuclear remnants which 
varied in size and shape and _ stained 
bluish-black with haematoxylin (Fig. 2). 
When embedded in eosinophilic hyaline 
material the nuclear remnants were ovoid 
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[ABLE 


Infants ai 


Type of 


deliverv 


AWAAO 


~ 


Normal cephalic delivery 


( 


aesarean sector 


\ 


tepartum haemorrhage 


I.V.H 


OBST! 


d Deli 


erie 


Compli- 
cations of 
labour or 
pregnancy 


None 

None 

None 

None 

None 

Cord round 
neck 

Non 


None 
None 
None 
None 
None 


None 

Hypertension 
Toxaemia 

None 

Contracted 
pelvis 


None 


Toxaempia 


Prolapsed 
4 ord 
None 


A.P.H 
None 


None 

None 

Ne mle 

None 
Toxaempa 

and placenta’ 
praevia 
Placenta 
praevia 

None 


None 
None 
None 
None 


Condition 
at birth 


Not stated 
Very feeble 
Satisfactory 
Satisiactory 
Feeble 
Asphvyxia 
livida 
Limp 


Not stated 
Fair 
Satastactory 
Poor 


Poor 


I tt ble 
Poor 
Poor 
Poor 
Asphyxia 
pallida 
Asphyxia 
livida 
Asphyxia 
pallida 


Limp 


Asphyxia 
pallida 
Poor 
Poor 
Asphyxia 
pallida 
Not stated 
Satisfactory 
Limp 
Satisfactory 
Satisfactory 


Asphyxia 
livida 
\sphyxia 
livida 
Very feeble 
Very feeble 
Very feeble 
Asphyxia 
livida 
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Cause of 
death 


Pneumonia 
Immaturity 
Pneumonia 
\sphyxia 
\sphyxia 
Pneumonia 


\sphyxia 
with I.V.H. 
Asphyxia 
Asphyxia 
Asphyxia 
Asphyxia 
Congenital 
polycyst« 
kidneys 
Pneumonia 
Asphyxia 
Asphyxia 
Asphyxia 
Pneumonia 


Asphyxia 


Congenital 
heart 
disease 

\sphyxia 


Pneumonia 


Asphyxia 
Asphyxia 
Asphyxia 


Asphyxia 
Asphyxia 
Asphyxia 
Asphyxia 
Asphyxia 


Pneumonia 
Asphyxia 


Asphyxia 
Immaturity 
Immaturity 
Asphyxia 
with I.V.H. 


Normal breech delivery 
Intraventncular haemorrhage 
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or elliptical in shape (Figs. 1 and 2). 
Nuclear remnants lying free in the air 
passages and alveoli were usually circular 
in outline and varied in size from I to 20. 
Not infrequently a small mass of nuclear 
material was found attached to a larger 
mass as though in the process of fusion 
(Fig. 1), and it is believed that the larger 
masses had indeed been produced in this 
way. Masses of fused necrotic cells were 
also tound lying free in the lumina of the 
affected bronchioles, or plugging alveolar 
ducts or other bronchioles (Fig. 2). Some 
bronchioles, in whole or in part, were 
denuded of epithelium and_ contained 
eosinophilic hyaline material in which no 
nuclear remnants were seen. Similar 
material was found lining the walls of 
bronchioles, alveolar ducts and alveoli— 
the asphyxial membrane (Fig. 3.) The 
lung distal to these bronchioles and alveolar 
ducts showed the characteristic appearances 
of initial atelectasis or resorptive atelectasis 
(Fig. 3). A common lesion in this series of 
lungs was that of a bronchiole partially 
lined by normal epithelium with the distal 
portion of the bronchiole and alveolar duct 
lined by asphyxial membrane. 

The number of bronchioles affected by 
this lesion of necrosis and hyalinization 
varied considerably from lung to lung and 
the amount of asphyxial membrane varied 
proportionally. The majority of the 
asphyxial membranes were hyaline in 
appearance (Pig. 3), but in some Jungs 
portions of the membrane contained corni- 
fied epithelial cells, vernix caseosa, red- 
blood cells, leucocytes, nuclear remnants 
and bacteria. The bulk of the membrane 
in all lungs, however, appeared to be com- 
posed of eosinophilic hyaline material pro- 
duced by necrosis and hyalinization of 
bronchiolar epithelium. In 21 of the 35 
lungs somc, or all, of the bronchioles, 
alveolar ducts and expanded alveoli were 
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filled with oedema fluid which was recog- 
nized as a pink precipitate. 

Solid debris (cornified epithelial cells and 
vernix caseosa) of the amniotic fluid was 
seen in the lungs of 15 infants. Large 
amounts of solid debris were seen in the 
lungs of 4 (Table I—Infants 6, 11, 19 and 
30) and small amounts were seen in the 
lungs of the other 11 infants. No solid 
debris was seen in the lungs of 20 infants. 
In contrast to the masses of vernix caseosa, 
which tended to be ovoid or circular in 
shape and of fairly constant size, the 
masses of eosinophilic hyaline material were 
completely irregular in size and shape and 
stained more deeply with eosin. In the 
lungs containing much solid _ debris, 
aeration of the alveoli expanded by fluid 
forced the solid debris outwards in mem- 
brane-like formations against the walls ot 
the alveoli, but the individual cornified 
epithelial cells and masses of vernix caseosa 
could usually be identified. A hyaline 
membrane was not seen in any lung con- 
taining amniotic fluid unless there was 
also evidence of necrosis of bronchiolar 
epithelium. The small amount of protein 
in the fluid portion of the amniotic fluid did 
not stain as did the protein in the oedema 
fluid. Congenital pneumonia was an 
associated finding in 7 infants with lungs 
partially expanded by amniotic fluid. 

Frozen sections stained with Scharlach 
R. showed that the fat content of the 
asphyxial membranes varied considerably. 
Some membranes did not contain fat, and 
inany stained only a pale orange, suggest- 
ing that the fat was combined with other 
organic substances. Vernix caseosa lying 
free in the alveoli or embedded in the 
asphyxial membrane stained a deep 
orange-red. No fibrin was found in a 


limited number of asphyxial membranes 
stained with phosphotungstic acid haemo- 
toxylin. 
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In addition to the necrosis and hyaliniza- 
tion of bronchiolar epithelium m_ situ, 
some bronchioles not affected by this 
lesion showed a different abnormality. The 
epithelium of these bronchioles was des- 
quamated and was seen lying free in the 
air passages and alveoli in the form of coils, 
strips and single cells. The detailed 
structure of the individual cells, however, 
was usually well preserved. This type of 
desquamation of bronchiolar epithelium 
was seen in the lungs of 24 of the 35 live- 
born infants with an asphyxial membrane, 
but it was also observed in the lungs of go 
per cent of the stillborn and 77 per cent of 
the liveborn infants examined. 

The lungs of the 35 infants were 
analyzed according to the degree ot 
development of the alveoli (to be des- 
cribed in a further paper). Evidence 
of incomplete development of the lungs, 
varying from ‘‘ unexpandable areas ’’ and 
the ‘‘ glandular appearance ’’ to alveoli 
with thick alveolar walls containing much 
interstitial tissue and few naked capillaries, 
was found in the lungs of 30 of the 35 
infants. The lungs of 5 infants (Table I— 
Infants 6, 17, 19, 29 and 30) were con- 
sidered to be fully developed. These lungs 
were partially expanded by amniotic fluid 
with only small numbers of alveoli ex- 
panded by air. 

DISCUSSION 

The possibility of the asphyxial mem- 
brane being due to inhalation of irritants 
was considered, but was rejected for the 
following reasons. The majority of infants 
in this series could not have inhaled food, 
for it was the practice to starve all feeble, 
immature infants for the first 36 to 60 hours 
of life. The fact that 5 of the 35 infants 
were delivered by Caesarean section is 
evidence against the asphyxial membrane 
being due to inhalation of antiseptics 
applied to the vulva and vagina. The 


possibility of inhalation of regurgitated 
stomach contents remains, but the macro- 
scopic and microscopic appearances of this 
lesion are characteristic (Rhaney and 
Macgregor, 1948) and unlike those of the 
asphyxial membrane. 

Morison (1949) pointed out that hyaline 
membranes are found more frequently in 
the lungs of immature than of mature in- 
fants, and in the present investigation 33 
of the 35 affected infants were immature. 
If the membrane is composed mainly ot 
vernix caseosa it is difficult to reconcile its 
higher incidence in immature intants with 
the fact that, in general, these infants 
produce less vernix caseosa than mature 
infants. Rosenthal (1935) recorded the 
presence of hyaline membranes in lungs 
showing no evidence of aspirated amniotic 
fluid, and the lungs of 20 infants in the 
present series contained no solid debris, 
nor did they show the characteristic diffuse 
partial expansion which is produced by 
amniotic fluid. There were varying 
amounts of initial atelectasis in these lungs, 
showing that the alveoli had never been 
expanded. Furthermore, in the lungs 
containing amniotic fluid, the masses of 
vernix caseosa differed in shape, size and 
staining reactions from the eosinophilic 
hyaline material which appeared to form 
the bulk of the membranes. In frozen 
sections stained with Scharlach R. vernix 
caseosa stained well, but many of the mem- 
branes stained feebly or not at all, and this 
finding supports similar observations by 
Dick and Pund (1949). It was concluded 
therefore, that the asphyxial membranes in 
the present series of lungs were not com- 
posed mainly of vernix caseosa. 

Desquamation of fragments of bron- 
chiolar epithelium in which the structure 
of the cells was well preserved, similar to 
the description and illustration of Rosen- 
thal (1935), was found in 24 of the 35 lungs 
with an asphyxial membrane, but it was 
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also found in many lungs with no asphynial 
membrane (i.e. go per cent of the stillborn 
and 77 per cent of the liveborn infants). 
Moreover, similar lesions of the bronchio- 
lar epithelium have been frequently found 
in the lungs of infants, children and adults 
in routine postmortem work. It is 
believed, therefore, that ‘‘ desquamative 
anaerosis’’ Is an agonal or postmortem 
change not related aetiologically to the 
asphyxial membrane. 


A characteristic lesion consisting of 
necrosis im situ and hyalinization ot bron- 
chiolar epithelium, different from the 
process of ‘‘desquamative anaerosis’’ 
reported by Rosenthal (1935), has been 
described in this paper. This lesion was 
found in all lungs with an asphyxial mem- 
brane and only in those lungs. Necrosis 
and hyalinization of bronchiolar epithelium 
resulted in the formation of eosinophilic 
hyaline material which was found lining 
bronchioles, alveolar ducts and alveoli— 
the asphyxial membrane. Before hyal- 
inization of the necrotic cells was complete, 
Feulgen-positive nuclear remnants were 
found within the fused cells and lying free 
in the air passages. Vernix caseosa was 
incorporated in the membrane in some 
lungs, but it formed only a small part of it. 
Winternitz e¢ al. (1920) believed a similar 
process of necrosis and hyalinization ot 
bronchiolar epithelium was responsible tor 
the eosinophilic hyaline membranes found 
in the lungs in influenzal pneumonia and 
following exposure towar gases. Farber and 
Wilson (1932b) produced typical eosino- 
philic hyaline membranes in the lungs of 
animals by the intratracheal injection of 
autolyzed pus, and pointed out that the 
caseous lesion of tuberculosis, which con- 
sists of eosinophilic hyaline material formed 
by the fusion of necrotic cells, also contains 
fat. There is therefore ample evidence that 
fused necrotic cells can produce ecosino- 
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philic hyaline material which contains fat, 
and the varying amounts of tat found in the 
asphyxial membranes investigated can be 
explained without postulating the presence, 
of vernix caseosa, 


Examination of Table I fails to reveal the 
presence of an antepartum factor common 
to the majority of infants with necrosis of 
bronchiolar epithelium, but it does show 
that 33 of the 35 infants were immature. 
Twenty-nine of the immature infants 
weighed 4 pounds (1,920 g.) or less at birth. 
The fact that 33 of the 90 immature and 
only 2 of the 34 mature liveborn infants 
examined postmortem developed necrosis 
of bronchiolar epithelium suggests that 
immaturity is an important aetiological 
factor. At birth the majority of the infants 
were limp, feeble or cyanosed and respira- 
tion was initiated and maintained with 
difficulty. It is believed that difficulty of 
initiating respiration was largely due to the 
immaturity of the infants, for the majority 
of labours were normal, and that the sub- 
sequent attacks of cyanosis were caused 
by anoxia due to incomplete development 
of the lungs, evidence of which was found 
in 30 of the 35 infants. Crosse (1949) and 
Morison (1950) also stressed the trequency 
of anoxia due to the incomplete develop- 
ment of the lungs in immature infants. An 
immature respiratory centre and teeble 
muscles of respiration increase this ten- 
dency to anoxia. The 5 lungs which were 
considered to be fuliy developed (Table | 
Irfants 6, 17, 19, 29 and 30) were all ex- 
panded by amniotic fluid, and only small 
numbers of alveoli were expanded by air. 
At birth 4 of these 5 infants showed signs of 
asphyxia, and at postmortem congenital 


disease of the heart was found in 1 and 
congenital pneumonia in 3 infants. There 


is evidence, therefore, that the 5 infants 
with fully developed lungs had also suf- 
tered from anoxia. 
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Evidence has been produced to show 
that all the infants with an asphyxial 
membrane probably suffered trom anoxia 
prior to the formation of the membrane, 
ind it is believed that anoxia was in fact 
the primary cause of the necrosis and 
hyalinization of bronchiolar epithelium. 
[he tissues of immature infants are known 
to be easily damaged and it is probable that 
their bronchiolar epithelium is more sus- 
ceptible to the injurious effects of anoxia 
than that of mature infants. The asphyxial 
membrane lines bronchioles, alveolar ducts 
and alveoli, thereby interfering with 
gaseous exchange, preventing further 
expansion of the lungs and thus increasing 
the degree of anoxia, which in turn leads 
to necrosis of more bronchiolar epithelium, 
increased formation of membrane and 
oedema of the lungs. The vicious circle 
thus established usually causes death trom 
asphyxia in the first 3 days. The term 
“‘asphyxial membrane (Nelson, 1950) is 
used in this paper because it indicates th 
aetiology and effects of this lesion. 

If the number of deaths-from asphyxia 
due to the formation of an asphyxial mem- 
brane is to be reduced, energetic measures 
are required to prevent anoxia of the 
foetus and infant, particularly the imma- 
ture infant. The incomplete development 
of the lungs of immature infants is the most 
important cause of anoxia in liveborn 
infants and it is recommended therefore, 
that all immature infants of birth weight 
} pounds (1,920 g.) or less should be given 
continuous oxygen therapy for the first few 
days of life. The more immature the infant 
the longer should oxygen be administered ; 
this will enable further development of the 
alveoli tooccur. Administration of oxygen 
should not be delaved until clinical signs ot 
anoxia appear, for it is believed that once 
the vicious circle of anoxia, necrosis of 
bronchiolar epithelium, formation of 
asphyxial membrane and further anoxia is 
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established, such therapy will often fail. 
Furthermore, it is believed that any intant 
who is cyanosed or shocked at birth would 
benefit from similar treatment. The pro- 
longed continuous administration of 
oxygen recommended is considered 
necessary to maintain adequate oxygena- 
tion of the blood during the slow process of 
air expansion of the lungs. 


SUMMARY 


The histological appearance of the lungs 
ot 35 liveborn infants with an asphyxial 
membrane has been described and_ the 
literature has been reviewed. A process ot 
necrosis of the bronchiolar epithelium im 
situ. with subsequent hyalinization was 
found in al! these lungs. The clinical 
histories of the infants have been reviewed 
and possible aetiological factors discussed. 
Recommendations have been made with 
the aim of reducing the mortality from this 
lesion. 


CONCLUSIONS 

1. [The asphyxial membrane found in 
the lungs of liveborn infants is tormed by 
necrosis and hyalinization of bronchiolar 
epithelium. 

2. It is suggested that necrosis of 
bronchiolar epithelium is due to anoxia 
and that its higher incidence in immature 
infants is due to the incomplete develop- 
ment of their lungs. 

;. The formation of an asphyxial mem- 
brane increases the degree of anoxia. 

4. It is recommended that all immature 
infants of birth weight 4 pounds (1,920 g.) 
or less, and any infant who is shocked or 
cyanosed at birth, should be given continu- 
ous oxygen therapy for the first few days 
of life. 


[ wish to express my thanks to Mr. 
F. J. Burke and Mr. R. Bowen-Wright 
for permission to study their cases and to 
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Fic. 1 
Necrosis of bronchio'ar epithelium. The bronchiole is lined in part 
by epithelial cells, the nuclei of which are swollen and arranged 
irregularly, and in part by eosinophilic hyaline material containing 
ovoid or elliptical nuclear remnants Large circular nuclear rem 
nants, some of which appear to be fusing together, lie free in the 
lumen of the bronchiok H. and E. x 600 


og 


The bronchiole contains a mass of eosinophilic hyaline 
material contaming Feulgen-positive nuclear rem 
nants. Feulgen stain and Light Green x 400 
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i FIG. 2 


isphyxial membrane Eosinophilic hyaline material lines 
hioles and alveolar ducts. The surrounding lung is atelectatic 


H.and E. x 260 


FIG. 3 
brome 
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Dr. J. F. Wilson tor advice and encourage- 
ment. I am also indebted to Mr. W. H. 
Jones and Miss M. Davison for technical 
assistance and to Miss S. I. Whitfield for 
the photomicrographs. 
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A CASE OF ECTOPIC URETER™ 
BY 


Bessie Dopp, M.B., D.P.H., M.R.C.O.G. 


Senior Obstetrical and Gynaecological Registrar, 


[His case is presented for two reasons: 

t. As an unusual cause of urinary incon- 
tinence. 

2. Because the aetiology, as far as can be 
ascertained from the literature, has 
not, so far, been clearly defined. 


CaSE REPORT 

The patient was a girl, aged 17. She complained 
f incontinence of urine since infancy. There was 
. persistent dribbling, although she passed urine 
t regular intervals throughout the day and in 
normal amounts. There was no frequency. The 
incontinence caused occasional irritation of the 
vulva. There were no other symptoms 

On General Examination: No abnormality of 
any kind was found 

On Vaginal Examination The uterus and 
appendages showed no abnormality, and this was 
later confirmed by hystero-salpingography 

The vulva itself was normal and showed no 
evidence of inflammation On inspecting it 
losely, however, a tiny pin-point orifice was seen 
just to the left of the external urethral orifice at 
ibout 3 o'clock From this orifice a watery, 
olourless fluid exuded, usually in drops, but on 
coughing a contmuous stream sometimes flowed 
The external urethral orifice itself was normal, and 
there was no incontinence from that orifice 
(Fig. 1) 

The followtng investigations were carried out: 

1. A routine catheter specimen of urine from the 
bladder was taken and was found to be normal 
both on naked eye and on pathological examination 


Sefton General Hospital, Liverpool 


* Read at a Meeting of the North of England 
Obstetrical and Gynaecological Society, held in 
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2. Fluid was collected from the orifice in the 
vestibule and examined by the laboratory The 
latter reported the fluid to be “‘ urine but very 
dilute,’’ the urea content being 0.63 per cent. 

3. The bladder was filled with methylene blue 
solution. The fluid from the orifice was collected 
and found to be entirely colourless. 

4. Methylene blue solution (20 mi njected 
intravenously resulted in the fluid from the orifice 
being faintly tinged with blue, but the concen- 
tration was much less than that found in the urme 
from the bladder. 

It was therefore assumed that the track, of which 
the orifice was the lower end, did not communicate 
with the bladder, but did communicate with some 
poorly functioning renal tissue. 

5. Intravenous pyelography was ext per- 
formed and this showed normal urinary tracts on 
both sides with the exception that the pelvis and 
calyces of the left kidney showed slight dilatation. 


6. Cystoscopy was pe rformed The showed no 
ibnormality of the bladder. Both ureteric 
orifices and the urethral orifice were normally 


positioned 
Retrograde catheterization showed normal urine 
coming from each ureter and retrograde pyelo- 
graphy revealed no abnormality of the urinary 
tracts except for the mild dilatation of th left 
pelvis calyces already mentioned 
(Fig. 2 
The next procedure carried out was injection 
of Pvelosil through the orifice in the vestibule. 
This proved to be difficult owing to the tiny orifice 
ind backward leakage of the Pyelosi!. Finally, 
success was obtained, using a Hamilton Bailey 
intravenous needle and _ record syringe The 
patient was then screened and X-raved. The 
outline of the track was then clearly visible It 
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extended upwards, forming first a cystic dilatation 
in the true pelvis. Then it narrowed again, but 
widened out just below the brim of the pelvis: 
ind continued upward in this dilated form just 
to the left of the bony spine as far as the lower 
border of the 3rd lumbar vertebra. Above this no 
outline was seen (Figs. 3 and 4). 

An interesting phenomenon occurred during the 
injection, and this at first gave rise to confusion 
as to the direction of the track until the true nature 
of the condition was realized 

Extravasation of the Pyelostl into the blood 
vessels of the wall of the track occurred. Conse 
quently several blood vessels themselves were 
outlined, and the largest of these was at first 
thought to be the track itself 

However, shortly after, a further film showed the 
pelvis of the kidneys and ureters of the normal 
renal tracts outlined (Fig. 5). As an intravenous 
injection of Pyelosil had not been given it became 
obvious that absorption of the Pyelosil into the 
blood stream had occurred, with consequent 
excretion via the normal urinary channels. 

As a result of these investigations the diagnosis 
was considered to be an accessory ureter and 
kidney on the left side with ectopic opening in the 
vestibule. 

At operation, performed by Mr. Cosbie Ross and 
Mr. C. H. Walsh in February 1950, the accessory 
ureter was identified retroperitoneally at the brim 
of the pelvis on the left side. It was then traced 
upwards and downwards. It was found to be more 
dilated than the normal left ureter; the latter being 
identified by the ureteric catheter which had been 
inserted pre-operatively. 

Below, the accessory ureter was traced well down 
into the true pelvis and then ligated and cut at this 
level 

Above, the accessory ureter was seen to run 
behind the pelvis of the left kidney and renal 
blood vessels and to end in the upper pole of the 
kidney 

The left kidney itself appeared normal in size 
and appearance except that attached to its upper 
pole was an accessory piece of kidney tissue, 
about one-fifth the size of the rest of the kidney 
The blood supply to the accessory piece of kidney 
tissue was identified and found to be separate from 
the main supply. There was a definite line of 
demarcation between the accessory and normal 
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kidney tissue. The former was thereiore removed 
by separation through the demarcated area, 

The accessory ureter was removed with it, a 
partial nephrectomy and ureterectomy therefore 
being performed (Fig. 6). 

The post-operative period was uneventful. An 
intravenous pyelogram 3 months later showed the 
left kidney to be functioning normally. 

Pathology. Microscopical examination of the 
tissue removed revealed normally developed adult 
kidney tissue, showing evidence of recent and 
remote inflammatory changes consequent on inter- 
mittent ascending mfection. Section of the lower 
end of the ureter showed a dilated lumen but a 
normal ureteric wall lined by typical transitional 


epithelium (Figs. 7 and 8). 


COMMENTARY 

A review of the literature reveals that the 
first recorded case of a ureter with an extra- 
vesical orifice was recognized at autopsy 
by Schrader in 1674. Baker described 2 
cases in 1878 and Schwartz 23 cases in 
1895. Thom in 1928 collected records of 
186 cases and classified them carefully. In 
1942 Lowsley and Conroy reported 22 cases 
and stated that the total number of recorded 
cases up to that date was 300. 

In 1927 Professor Dougal reported a case 
to this Society and Mr. J. W. A. Hunter 
reported one in 1932. 

Thom, as a result of his classification, 
stated that there was a predominance of 
female to male cases in the proportion of 
2:1. This is presumably because in the 
male the ectopic ureter opens into the 
urethra proximal to the external urethral 
sphincter. Hence there is no incontinence 
(Andrews and Vernon, 1443). The 
symptoms and signs are therefore those of 


“urinary infection only and the congenital 


abnormality underlying it may never be 
discovered. 

Regarding the site of the ectopic orifice 
Eisendrath in 1938, out of 165 cases occur- 
ring in women, found the following propor- 
tions: 
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Vestibule 75 cases; vagina 45 cases, 
urethra 41 cases, uterus 4 cases. 

In males the ectopic opening has been 
tound in the urethra, seminal vesicles, 
ejaculatory ducts, vas deferens and epi- 
lidymis, the most common site being the 
prostatic urethra (Abeshouse, 1943). In 
women, uterine openings are very rare. 
Hepler in 1947 reported 5 authentic cases 
and added one of his own. In 5 of them the 
opening occurred in the cervix. In the 
sixth case, quoted by Abeshouse in 1943, 
the opening was in the fundus of the uterus 
ind there were other major congenital 
detects, the condition being found post- 
mortem. 


SYMPTOMS 


In temales the symptoms complained of, 
in most cases, are very characteristic and 
consist of diurnal and nocturnal incontin- 
ence, independent of normal bladder 
function (Moe, 1945). There have been a 
few exceptions where no incontinence has 
been present. Davis collected -5 such cases 
in 1930 and Mulholland g in 1939. Where 
incontinence is absent in women, the 
svimptoms are those of urinary tract infec- 
tion only and the case is usually diagnosed 
primarily as a pyelitis. Campbell in 1937 
described 17 cases in children all of whom 
had been diagnosed earlier as ‘‘ chronic 
pvelitis ’’, the incontinence being regarded 
simply as the enuresis of childhood. 

Occasionally, incontinence has been first 
noticed after childbirth. In these cases 
trauma has been thought to be a precipit- 
ating factor (Winterton, 1937; Fromme, 
IQOT4) 


DIAGNOSIS 
Where there is urinary incontinence from 
birth, together with normal voiding, a 
ureter with an ectopic orifice should always 
be suspected. Search for an ectopic open- 
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ing usually results in one being discovered 
in the vestibule. Difficulty may be en- 
countered if the ectopic orifice is in the 
urethra. A vaginal opening may also be 
difficult to locate. The opening is usually 
on the anterior wall in the lower vagina, 
but in the lateral fornix if the opening is in 
the vault. The cervix should also be in- 
spected if the orifice cannot be found else- 
where. Hepler (1947) found fluid dribbling 
from the external os and discovered the 
ectopic orifice just inside the cervical canal. 
usually functions very poorly and does 
not concentrate the urine it secretes, 
diagnostic measures such as intravenous 
methylene blue excretion pyelo- 
graphy are nearly always unsatisfactory. 
If an unsually large dose of Pyelosil 
is given, however, a faint shadow may 
be seen (Andrews and Vernon, 1943). 
A retrograde pyelogram inay, however, 
show some suspicious points. For example, 
as Hepler states, there may be downward 
displacement or compression of the upper 
major calyx of the lower pelvis, caused by 
the upper rudimentary segment or the 
kidney shadow on the affected side may 
appear abnormally big compared with the 
opposite kidney (Furniss, 1937). And 
particularly there may be a larger than 
normal amount of kidney shadow above 
the upper calyx of the lower kidney segment 
even if the upper calyx is not unduly 
depressed (Lowsley and Conroy, 1942). 


As the accessory’ kidney _ tissue 


Cystoscopy, as in the case here described, 
may show no abnormality. Occasionally, 
however, the ureteric orifice on the affected 
side may be displaced downwards towards 
the internal urinary meatus; or the trigone 
may be smaller on the affected side (Winter- 
ton, 1937). 

Catheterization of the ectopic orifice in 
the vestibule or elsewhere is often difficult 
tor the following reasons : 


/ 
| 
44 
oF 
Teed 
a 
{ 
x 
i. 


4 CASE OF ECTOPIC URETER 


(a) The pin-point orifice which is oiten 
present. The reason for this stenosis 1s not 
known, 

(6b) Often the ectopic ureter, already 
dilated and tortuous throughout its length, 
has, in addition, one or more cystic dilata- 
tions in the peivis. The catheter tends to 
coil up in these dilatations (Winterton, 
1937). These dilatations are a remarkably 
constant finding in the cases described in 
the literature. There was one such dilata- 
tion in this particular case described. Occa- 
sionally this dilatation has been diagnosed 
as a vaginal cyst and an attempt made to 
excise it vaginally (Sargent, 1930). 

Injection of the tract is also not without 
danger, as an acute flare-up of already 
present infection may occur. 


TREATMENT 

This is of necessity entirely surgical and 
the type of operation performed depends 
on several factors : 

1. The presence or absence of infection. 
Winterton (1937) stated that 75 per cent of 
these cases were infected. Campbell in 
the same year gave a go per cent frequency. 

2. The degree of function exhibited by 
by the kidney tissue drained by the ectopic 
ureter. 

3. The function of the kidneys apart 
from the supernumerary kidney tissue. 

4. The blood supply to the normal and 
supernumerary kidney tissue. 

The possibilities are as follows: 


1. Hemi-nephrectomy and _ ureterec- 
tomy. This is the best treatment in the 
majority of cases (Lowsley and Conroy, 
1942;; Baines, 1940; Furniss, 1937 et al.). 
It is suitable for cases in which infection in 
the accessory kidney tissue and ureter is 
present, where the remaining kidney tissue 
is normal, where the blood supply to the 
two parts is independent and where the 
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supernumerary portion has not much 
functional value. This is, in fact, the state 
ot affairs in most cases. 

2. Total nephrectomy and ureterectomy. 
This is suitable for cases in which, owing to 
a common blood supply to the two parts, 
hemi-nephrectomy is impossible (Kilbane, 
1g20). 

3. Implantation of ectopic ureter into 
bladder. Although performed by Judd 
(1918) and others with success, this treat- 
ment is contra-indicated in most cases 
because of the infection which is usually 
present and also because the dilated thick 
walled accessory ureter makes the opera- 
tion technically difficult (Moe, 1945; 
Lewsley and Conroy, 1942). 

4. Ligation of aberrant ureter with or 
without partial resection. Derning (1936) 
advocated this for cases without infection. 
Its advantage, as Goldstein and Klotz 
pointed out in 1945, lies in the fact that the 
operation is of much less major character. 
It is not usually to be recommended how- 
ever. Other methods, such as anasto- 
mosis of renal pelves on affected side, 
vaginal ligation of ectopic ureter and 
vaginal implantation of ureter into bladder 
have all been tried in past years with vary- 
ing degrees of success, but are now mainly 
of historic interest. 


EMBRYOLOGY AND AETIOLOGY 

There are two theories regarding the 
origin of cases such as the one just 
described : 

1. That the so-called ectopic ureter is, 
in fact, a true supernumerary ureter. 

2. That the so-called ectopic ureter is 
not a supernumerary ureter at all, but is 
a persisting mesonephric or Wolffian duct; 
and that the renal tissue at the upper end 
of the kidney is not true kidney (i.e. meta- 
nephric) tissue at all, but is mesonephric in 
origin, i.e. has developed from the meso- 
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nephric tubules. The opening of the duct 
either into the vestibule, vagina or cervix 
would therefore be a natural one as the 
Wolffian duct is known to remain as 
Gaertner’s duct in women and to be present 
or end in any of these structures. 

Regarding the first theory, there is no 
doubt that a true duplication of the normal 
ureter does occur and is fairly common. 
In such a case there would be a second 
ureteral bud arising from the caudal end 
ot the Wolffian duct at the same time as, 
or a little later than, the normal ureteral 
bud arises, i.e. about the 5th week of embry- 
onic life (5mm. embryo). This second bud 
would grow backwards and cranially and 
be capped by the nephrogenic (i.e. meta- 
nephric) tissue in the same way as the 
normal bud. The second bud, when it 
occurs, invariably arises trom the Wolffian 
duct above the normal one, but during 
subsequent growth the caudal end of the 
second ureteral bud comes to open into th 
urogenital sinus at a lower level than the 
opening of the normal ureteral bud. This 
constant occurrence resulted in 
Weigert’s Law being formulated, i.e. that 
the ureter draining the upper segment ot 
the kidney invariably opens lower in the 
urinary tract than the ureter draining the 
kidney segment (Baines, 1940; Moe, 
IG45) he second uretei may, theretore, 
open either into the bladder below the nor- 
mal ureter, or may open still lower down, 
i.e. in the urethra, or even the vestibule 
(Kilbane, 1926; Mulholland, 1939, e¢ al.). 

The Second Theory. Whether the con- 
dition can be entirely due toa persistence 
of mesonephric structures has not been 
proved but appears to be possible. Many 
authors have assumed that the cause was 
1 true ureteric duplication and have not 
considered the mesonephric theory at all. 
However, several writers have considered 
the theory but have not been able to prove 
it. For example, Spitzen and Wallin 
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(1928) believed the theory entirely, but 
stated that microscopic examination of the 
kidney tissue and duct removed would be 
necessary to prove their case, and this they 
were unable to do. Kraft (1931) also 
reported a case supporting the theory and 
Mr. J. W. A. Hunter, who reported a case 
to this Society in 1932, believed the theory. 

It is well known and accepted of course 
that vaginal cysts may be due to a persis- 
tence of Gaertner’s duct which is itself the 
vestigial remains of mesonephric — or 
Wolffian duct (Novak, 1946). 

It is also accepted that broad ligament 
and retroperitoneal cysts result from 
vestigial remains, either of the mesonephric 
duct itself or of the mesonephric tubules 
(Bloomfield, 1927; Lahey and Eckerson, 
1934; Bunch, 1944; Meigs and Sturgis, 
1947). Routhas far back as 1894 described 
cases in which both a vaginal cyst and a 
broad ligament cyst were present in one 
and the same patient and he showed that 
the two cysts communicated one with the 
other. He then stated his view that both 
were due to the persistence of Gaertner’s 
duct. 

Grieg and Herzfield (1927) advanced the 
aetiology a stage further by describing two 
women patients, each with a distended 
Gaertner’s duct, which extended upwards 
beyond the broad ligament as far as the 
upper end of the kidney and ended blindly 
between the adrenal gland and the upper 
pole of the kidney. In each case the lower 
opening was in the vestibule and a ‘* fluid 
discharge exuded from it.’’ There was, 
however, no actual communication 
between the upper pole of the kidney and 
the upper end of the duct, the latter being 
merely attached to the upper pole of the 
kidney by connective tissue. This was the 
position also in Kraft’s case in 1931. 

Finally, there is a third theory which is 
a combination of the other two theories. 
This third theory was expounded by Mever 
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A CASE OF ECTOPIC URETER 


in 1907, and later by Thom (1928) and also 
several other writers (Kilbane, 1926; 
Kudji, 1927; Wesson, 1934; Winterton, 
1937; Abeshouse, 1943). According to this 
theory, the upper part of the accessory 
ureter is developed from a true accessory 
ureteric bud. It grows cranially into the 
upper part of the nephrogenic tissue. The 
kidney tissue to which it is attached at the 
upper pole is therefore true kidney tissue. 

Its lower end, however, remains perma- 
nently attached to the Wolffian or mesone- 
phric duct. This latter becomes Gaertner’s 
duct in women and its lower end in these 
cases is kept open by the constant flow of 
urine. The accessory ureter, therefore, 
comes to open anywhere along the path of 
Gaertner’s duct, i.e. in the cervix, vagina 
or vestibule. 

This third view would explain the finding 
of comparatively normal adult kidney 
tissue in the accessory piece removed in the 
case just described. If the tissue had been 
a mesonephric remnant, one would have 
expected a more embryonic type of struc- 
ture. 

Gaeriner’s duct is usually lined by 
simple cuboidal or columnar epithelium 
(Wolte, 1040; Gardner, Greene and Peck- 
ham, 1648; Novak, 1946). 

The section of the lower end of the ectopic 
ureter removed in this case appears to be 
normal ureter, lined by transitional epithe- 
lium. Nevertheless, it is still possrble, and 
indecd probable, that the remaining tract 


left behind in the lower pel sis is a persistent 
Gaertner’s duct. 


I wish to express my thanks and appre- 
ciation to Mr. C. H. Walsh for his help and 


advice; to Mr. J. Cosbie Ross for the 
operative care; to Dr. J. Carr Brundret for 
the pathological report; to Dr. E.. H. 
Moorhouse for the photomicrographs and 
to the staff of the X-ray Departments of 
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Setton General, Broadgreen and Mill Road 
Hospitals for the radiographs and photo- 
graphs. 
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HYSTEROSALPINGOGRAPHY WITH A WATER-SOLUBLE MEDIUM 


IN THE INVESTIGATION OF INFERTILITY 


BY 


Mary Po tock, M.B., M.R.C.O.G. 
Senior Registrar, Fertility Department 
AND 
ELLA PREISKEL, M.B., D.M.R. 

Chief Assistant, Radiodiagnostic Department 


From the Royal Free Hospital, London 


FROM May 1949 to September 1950, 310 
patients attending the Fertility Department 
of the Royal Free Hospital were examined 
by a simple technique of hysterosalpingo- 


CONTRAST MEDIUM USED 


Lipiodol is the most radio-opaque of the 
contrast media in present use. The viscous 
diodone preparations contain 50 per cent 


graphy using a water-soluble contrast sis ond give a shadow almost equal 

medium and we have been impressed y density. Aqueous preparations contain- 

the advantages of this method. : . ing 35 per cent diodone give a picture that : 
W ¢ do not at present employ the investi- ;, not so dense but is adequate and can be 7 

gation in all cases. It is reserved mainly 21) visualized on fluoroscopy if this is b 

for those whose insufflation kymograph '* used. Italso shows a considerable amount 7 

abnormal and to exclude a congenital o¢ fine detail which is obliterated by the | 

uterine abnormality in cases of repeated ’ _ 


abortion. Patients with primary sterility, 
where al] tests, including insufflation, are 
satisfactory, who have not become preg- 
nant during a year’s attendance at the 
clinic, also have a salpingogram carried out 
routinely now. This may demonstrate 
some uterine or tuba’ abnormality, or peri- 
tubal adhesions whith could not be diag- 
nosed by insufflation alone. We propose 
to show that the percentage of erroneous or 
inconclusive findings on insufflation is high 
enough to make it an unreliable guide to 
the condition of the tubes, and that ideally 
every case of female infertility for which 
no cause is obvious should be subjected to 
hysterosalpingography early in the course 
of investigation. 
D 


heavier shadows of denser media. 

We have abandoned lipiodol and viscous 
diodone as the opaque media for routine 
investigation and since May 1949 have been 
using 35 per cent diodone made up in water 
as used for intravenous pyelography. The 
partcular preparation emploved has been 
Glaxo ‘‘ Pyeosil’’ 35) per cent (diethaao- 
lamine and diodo-pyridone-acetic acid) 
and we have found this medium the most 
satisfactory to date. 


ADVANTAGES OF AQUEOUS DIODONE 
This medium is rapidly and completely 
absorbed from the peritoneal cavity and 
excreted by the kidneys. It does not act 
asa foreign body or asa nidus for infection. 
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Absorption trom the peritoneum is usuallly 
complete within half an hour after the 
injection; the examination is then con- 
cluded. 

The danger of pulmonary oil embolism 
following intravasation is obviated. If 
intravasation does occur it is harmless. 
(The intravenous injection of this medium 
is a daily occurrence in all X-ray depart- 
ments in pyelography and the 70 per cent 
solution is nowadays injected in large 
amounts (20 ml.) in angiocardiography). 

We find that using a rapid technique a 
considerably more detailed study of tubal 
structure and tone can be obtained. The 
degree of distensibility of the tubal ampullae 
can be seen. Patency is demonstrated 
immediately and it can be seen whether this 
is bilateral or unilateral and, if the latter, 
which tube is occluded and at what point. 


TECHNIQUE 

The patient is instructed to attend 9 to 
14 days from the beginning of her last 
menstrual period. The risk of intravasa- 
tion is increased immediately following 
menstruation and it is possible that the 
injection during the second half of the cycle 
may disturb a very early pregnancy. 
Pethedine 50 mg. is given orally half an 
hour before the examination. 

The patient is placed in the lithotomy 
position on the X-ray table and an over- 
couch X-ray tube is centred before com- 
mencement of the injection. After a pre- 
liminary pelvic examination the cervix is 
visualized by means of a bivalve speculum 
ind painted with a 2 per cent tincture of 
iodine. The anterior lip is grasped with a 
single-toothed volsellum and a_ sound 
passed to confirm the direction of the 
uterine cavity and to ascertain the tone of 
the internal os. Ten ml. of the medium is 
drawn into a record syringe, the cannula 
is attached to this, filled and inserted into 
the uterine cavitv so that the rubber olive 
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fits the external os. A water-tight junction 
is obtained by slight traction on the vol- 
sellum accompanied by pressure on the 
cannula. (This is most important when 
using a watery medium.) Five ml. of the 
contrast medium is injected and a single 
antero-posterior film taken immediately. A 
further 5 ml. is injected and a stereoscopic 
pair of films taken in as rapid succession as 
possible. Pressure is maintained for 2 
minutes and a further single film taken. 

The instruments are then removed and 
the patient may leave the table. Thirty 
minutes later a single antero-posterior film 
is obtained. The examination is now com- 
plete in the majority of cases but, if any 
hold-up of opaque medium is seen, further 
films are taken at 1, 1} and 4 hours if 
necessary (Fig. 1). 


RADIOGRAPHIC DETAILS 


An overcouch tube is used with an 
anode-film distance of 36 inches with a 
Potter Buckey diaphragm and localizing 
cone. We use ro by 8 inch standard film 
with ultra speed screens. The radiographic 
factors are 100 m.a., 70 kv., 0.6 seconds for 
the average sized patient. 


SCREENING 

We do not employ screening for the 
following reasons. With the number of 
cases done and the importance of maintain- 
ing pressure on the syringe until the 2- 
minute film is takem the danger to the 
operator’s hands would be considerable. 
It is impossible to maintain adequate 
pressure wearing thick lead rubber gloves. 
Using a rapid technique, with several films 
at short intervals, as much information is 
obtained as on screening. Technically, 
much finer detail is shown with an over- 
couch tube and a Potter Buckey dia- 
phragm than with the undercouch tube 
that would have to be used were screening 
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employed. To switch from an undercouch 
to overcouch tube would be too time con- 
suming with the rapid technique required. 


FINDINGS ON HySTEROSALPINGOGRAPHY 


The examination was diagnostic in 274 
cases (88 percent). In 15 (5 percent) it was 
inconclusive because of cornual spasm, 
extravasation, or the inability to demon- 
strate peritoneal spill convincingly. 
Failure occurred in 11 cases (3 per cent) 
owing to the impossibility of passing the 
cannula through a spastic internal os. The 
majority of these unsatisfactory cases were 
at the beginning of the series. 

Among the diagnostic salpingograms 107 
(39 per cent) were perfectly normal. Some 
abnormality was seen in 167 cases (61 per 
cent). Uterine abnormalities in the nature 
of fibroids, endometrial irregularities, and 
increase in the length of the cornua were 
present in 30 cases (11 per cent). Cornual 
occlusion was seen in 47 cases (17 per cent), 
isthmic occlusion in 27 cases (10 per cent) 
and fimbrial occlusion in 62 cases (25 per 
cent). 

Fimbrial occlusion with hydrosalpinx 
occurred in 41 cases (15 per cent), and was 
particularly well demonstrated with this 
medium. After the injection of lipiodol, 
all that is frequently seen is a collection of 
globules in the pelvis and it may be impos- 
sible to say whether these are inside the 
tube or not. The size of the hydrosalpinx 
appears to vary considerably with the 
amount of diodone injected and only when 
frequent films were taken was it realized 
that in some cases contrast medium was 
running from the undilated portion of the 
tube into a hydrosalpinx and not spilling 
into the peritoneal cavity. As much as 
20 ml. mav be injected into some hydro- 
salpinges without discomfort to the patient 
or reflux through the cervical canal. An 
important diagnostic point is that a hydro- 
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salpinx will retain the contrast medium and 
be visualized on films taken at 2 hours after 
the injection; many of them in our series 
retained the medium up to 24 hours 
(Figs. 2 and 3). 


TuBAL ATONY 

In the course of analysis of the present 
series we were impressed by the compara- 
tively frequent finding of ampullary tubal 
dilatation. This was either bilateral or 
unilateral, with poor but definite peritoneal 
spill and a tendency to retention of some of 
the contrast medium in the ampullae. We 
refer to this radiological picture as one of 
ampullary tubal atony. It was seen in 25 
of our cases. The condition was bilateral 
in 16 cases (9g per cent). We do not diag- 
nose this condition unless there is dilatation 
of the ampullae, with thickening of the 
mucosal folds, impaired but definite peri- 
toneal spill and retention of a small amount 
of contrast medium within the ampulla for 
at least half an hour (in most cases the 
affected tube can still be visualized an 
hour after the injection). 

This appearance of tubal atony has 
become obvious since diodone has been in 
routine use as the contrast medium. With 
lipiodol salpingography the condition 
cannot be demonstrated. 

Of the 9 cases in which only one tube 
was affected the other tube was normal in 
3 cases, occluded at the isthmus in 3, the 
seat of hydrosalpinx in 2 and absent in 1. 
In the last case salpingectomy had been 
carried out for ectopic pregnancy 3 months 
previously. The possible relationship of 
tubal atony to tubal pregnancy is at this 
stage only speculative, but the subsequent 
history of patients with proved tubal atony 
should be worth investigation. 

As will be seen from the accompanying 
table, insufflation is unreliable in the diag- 
nosis of this condition, which can only be 
made (apart from laparotomy) by sal- 
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pingography with a water soluble contrast 
medium. 

In 20 cases there was no known aetio- 
logical factor. In the remaining 5 there was 
a history of previous pelvic inflammation. 
It is therefore felt that there must be some 
other factor than infection responsible for 
this condition of the tubes (Fig. 4). 
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peristalsis and when the tubes were 
visualized they were found to be the 
seat of bilateral hydrosalpinx. It is 
presumed that a normal kymograph read- 
ing was obtained because the isthmic 
portions of the tubes still had good muscle 
tone and it was only the ampullary 
portions which were dilated. To exclude 


this condition on insufflation it is necessary 
3 CORRELATION OF FINDINGS ON INSUFFLA- tg continue the examination until the 
. TION AND SALPINGOGRAPHY dilated ends of the tubes are full of gas; the 
’ Insufflation has been previously carried kymograph will then give the appearance 
out in 179 (65 per cent) of these patients. of tubal occlusion. A series of cases of this 
The findings were identical in 102 cases type has been recorded by Moore-White 
(65 per cent) but incomparable in 77 cases (1951) (Fig. 5). 
(44 per cent). Cases where the tubes 
“ appeared occluded on insufflation and DISADVANTAGES AND COMPLICATIONS 
“4 norma! salpingography were thought to be The main disadvantage of diodone lies in 
“a due to cornual spasm, which was not its irritating effect on the pelvic peritoneum, 
present after the anti-spasmodic given which is greater than that of lipiodol. 
before the latter examination. 
= The most interesting group was that in /mmediate complications 
ie which insufflation (repeated several times Transient slight pain in the lower abdo- 
z in some cases) showed normal patency and _ men or back was experienced by about 20 
ee TABLE I 
Comparisons of Findings on Insufflation and Salpingography 
Insufflation findings Salpingogram findings 
COMPARABLI Occluded 34 Occluded : 
Cornual 14 
Fimbrial 20 
Patent 64 Normal! fill and spill 64 
7 Patent with poor 
; peristalsis 4 Atonic 4 
4 Total 7 102 Total 102 


: Dy Occluded 32 Normai fill and spill 
Atonic 2 
Pater 13 Occluded with 
hydrosalpinx 8 
Atonic 5 
Patent with poor 
peristalsis 32 Normal fill and spill 24 
Occluded : 
Cornual 


Total 
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Fimbrial 


Total 
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Hysterosalpingogram after the injection of 5 ml. of aqueous 
chodone solution Normal uterus and tubes are seen with a 
small amount of peritoneal spill 


Fic. 2 


Film after the injection of 5 ml. in a patient who had been 
J 5 | 
reported as normal after a lipiodo! hysterosalpingography 2 


years previously. The right tube appears normal, the left 
tube is not outlined. 
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FIG. 3 
The same case as Fig. 2, at 6 hours, showing a large night 
hvdrosalpinx and lipiodol residue which is thought to be in 
sealed off left hydro Wpinx 


Pubal atony Film taken 5 minutes after injection showing 
ampullary dilatation, with thickening of mucosal folds, and 
bilateral peritoneal spill 
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PRESSURE — M.M.of MERCURY. 


FIG. 5 


Insufflation 


kymograph 


f patient with bilateral hydrosalpinx. Unless insufflation is 


continued for considerably longer than is usual the tubes appear to be patent 


per cent of patients; this reaction is usually 
associated with peritoneal spill, and is often 
proportional to the amount of fluid injected. 
Severe pain was complained of by 3 
patients. Pain lasted for only a few 
minutes and appeared very often to be 
related to some variation in the quality of 
the contrast medium, as it was noticed much 
more frequently on some days than others, 
although exactly the same technique was 
used. In cases of tubal occlusion, if 
injection is continued after resistance is 
encountered, pain may be produced by 
distension of the uterus or tubes. 

A certain number of patients experienced 
a feeling of faintness on rising from the 
couch, 2 actually fainted. Faintness is less 
likely to occur if the patient remains recum- 
bent until the last film is taken. 

All these reactions are considerably 
diminished if pethedine is given before the 
examination. 

Iodism with an acute urticarial reaction 
was encountered once, and a second time in 
a much milder form. 


Late Complications 
A few patients felt unwell the next day 
and others had some pelvic discomfort. A 


with peristalsis 


febrile reaction without palpable pelvic 
abnormality occurred 3 times in patients 
with pathological tubes. All these 
cases responded rapidly to treatment by 
rest in bed and the administration of sul- 
phonamides or penicillin. 

If we wish to carry out salpingography 
in a patient with a history of old pelvic in- 
fection, we usually insufflate the tubes first, 
preceding this by a course of sulphona- 
mide and penicillin. If there is no reaction, 
a further course is given preceding salpingo- 
graphy a month or so later. We have not 
used penicillin actually mixed with the 
contrast medium. Hysterosalpingography 
in patients of this type is probably much 
safer with a watery medium than with 
lipiodol, but as with many other investiga- 
tions into female sterility there’is always 
a danger of precipitating a recurrence of a 
previous pelvic infection, particularly if 
this has been tuberculous in origin. 


CONCLUSIONS 


t. All cases of female sterility without 
obvious cause should be subjected to 
hysterosalpingography if pregnancy has 
not occurred within a reasonable time 
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2. A watery solution of 35 per cent 
diodone is the most satisfactory contrast 
medium at present available as it shows 
the uterus and tubes in the greatest detail. 

3. The method of hysterosalpingography 
described is the most rapid and conclusive, 
and least likely to cause serious complica- 
tions, to date. 

SUMMARY 

1. Three hundred and ten cases of 
sterility investigated by hysterosalpingo- 
graphy using a water-soluble medium are 
presented. 

2. The technique with a water-soluble 
medium is described and its advantages, 
particularly with regard to the more 
accurate diagnosis of the condition of the 
tubes, are stressed. 

3. A comparison is made between the 
findings on insufflation and_ hysterosal- 
pingography. 
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4. The disadvantages and incidence of 
complications following hysterosalpingo- 
graphy by this method are noted. 


We wish to express our thanks to Miss 
G. Dearnley, until recently Director of the 
Fertility Department; to Miss M. Moore- 
White and to Dr. D. C. Staveley, Director 
of the Radiodiagnostic Department, all of 
the Royal Free Hospital, for their advice 
and encouragement. 

We are also most grateful to Miss E. P. 
Mount, Superintendent Radiographer, for 
her help, to Mrs. G. Smith and to Miss 


E. Keeffe for their clerical aid, and to Mr. 
J. S. Sheppard for the photographs. 
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* THE FLYING FOETUS ” 
A Case of Hyperextended Attitude Encountered in a Transverse Presentation 


BY 


FRANK Denny, M.B., M.R.C.O.G. 
Senior Obsteiric and Gynaecological Registrar, Westminster Hospital 


HYPEREXTENSION of the foetus im utero as 
met with in brow and face presentation is 
not infrequent, but marked hyperextension 
associated with a persistent transverse 
lie is uncommon and, apart from the 
interest aroused in connexion with the 
management of such cases, gives rise to 
considerable speculation as to the aetio- 
logy of these unusual attitudes. 

The causes may be: (1) Extrauterine, 
such as repeated attempts at external 
version, tumours, pendulous abdomen, 
etc.; (2) Uterine: lax uterus, uterine obli- 
quity, hydramnios, tumours and develop- 
mental abnormalities, etc.; or (3) Foetal: 
abnormalities or muscle tonus. 

Gibberd (1935) suggested the possi- 
bility of spasm of the extensor muscles of 
the foetus as the cause though later (1939) 
preferring to describe the condition as one 
ot excessive extensor ‘‘ tone ’’ rather than 
extensor ‘‘spasm’’. He maintained that, 
after delivery of the child, the spasm was 
relieved and the normal neonatal attitude 
was assumed. This is not always the case, 
however, and when the position of hyper- 
extension persists after delivery there is no 
demonstrable muscle spasm. 

Knowlton (1938) reported a case of 
‘‘ flying foetus’’ where the attitude per- 
sisted for 2 weeks after delivery by classical 
Caesarean section, and easily assumed this 
position for some time after this. 

In Searle’s case (1950) some degree of 
hyperextension persisted for at least 7 
weeks, while Vartan (1949) reported a case 


of primary brow presentation, the only 
abnormality being hypertonicity of the 
extensor muscles persisting for 2 weeks 
after delivery. 

Way (1945) pointed out that the sub- 
septate uterus and arcuate uterus are 
definite causative factors in otherwise 
unexplained transverse presentations. He 
advised radiological examination of all 
patients after delivery who had had unex- 
plained transverse presentations to con- 
firm or exclude the presence of such an 
abnormality. 


CASE REPORT 


Mrs. B. S. first attended the antenatal clinic on 
7th September, 1949, when she was 12 weeks preg- 
nant. Her last menstrual period had commenced 
on 16th June, 1949, and she was booked for a home 
confinement. Her first pregnancy was in 1945 
when she was delivered at home of twins. The 
first, a vertex, was delivered by forceps, the second 
being a breech presentation. The birth weights 
were 8 pounds and 834 pounds respectively. In 
1947 she had a miscarriage at 2 months. 

On 14th December, 1949, as she appeared large 
for her dates, a skiagram was taken to exclude a 
multiple pregnancy. This showed one foetus only 
in a transverse position. On December, 
1949, the presentation was a vertex. The follow- 
ing notes show the changes in the presentation in 
subsequent weeks : 


21st 


11th January, 1950. Breech presentation. Ex- 
ternal cephalic version performed to right occipito- 
anterior. 


18th January, 1950. 
sion repeated. 


Breech presentation. Ver- 
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8th February, 1950 
with head above the brim 

34 weeks. 

15th February, 1950. 

17th February, 1950. 
big baby 

ist March, 1950. 
occipito-posterior. 


Right 
Duration of pregnancy 


occipito-anterior 


Transverse lie-fixed. 
Vertex presentation. A 


Vertex presentation. Right 


Duration of pregnancy—35 


weeks 
Sth March, 1950 Transverse lie. Apparently 
fixed 
th March, 19050. Still transverse X-ray 
Transverse presentation Hyperextension of the 
back, foetus in ‘‘ flying ’’ position (Fig. 1) 


The patient was advised to enter hospital for her 
onfinement and it w 
15th March On 14th March, however, she 
idmitted hay labour \ 


same 


as arranged to admit her on 


1450 


was ing commenced her 


further skiagram at this time showed the 


foetal attitude persisting with rotation of the head 


laterally The membr Ss were intact An anaes 
thetic was administered 
attempted This 


podalic version was considered but as the foetal 


and external version 
being unsuccessful bipolar 
chest wall presented, external version had been 
unsuccessful, and the cervix would only just admit 
2 fingers, this was considered impracticable and 
Cat 

Under nitrous oxide, oxygen and. cyclopropane 


tion decided upon 


sarean s¢ 


anaesthesia a classical Caesarean section was per 


formed. No difficulty was experienced in extrac 
ting the child, a female weighing 9 pounds, 9 
ounces (4.34 kg.). The condition of the baby at 


delivery was good and respirations were rapidly 
established, but it lay in its cot in an extended 
attitude (Fig. 2) no spasticity being present, how 
uterus was not carri 


ever. Exploration of the 


out at the The mother made 


an uneventful recovery and the child progressed 


time of the operation 


normally 

Six after delivery the child exhibited a 
degree of hyperextension, and 7 months later the 
mother stated that the child still showed a ten 
head 


weeks 


dency in certain positions to ‘‘ throw its 
right back ”’ 

Subsequent hystero-salpingography was carried 
out on the mother to ascertain whether any uterin 
abnormality existed. This showed most strikingly 
the a uterus bicornis unicorpus uni- 


collis (Fig. 5). 


features of 
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In a recent case under Mr. A. C. Beil, a classical 
Caesarean section was performed for a fixed trans- 
A skiagram (Fig. 6) just prior to opera- 
Here, 


verse lie. 
tion showed an apparent “‘ flying foetus "’ 
however, the back was flexed with rotation of the 
head through almost 180°. As may be expected 
no abnormal position was assumed by the infant 


after delivery 


DISCUSSION 


Various possibilities might have con- 
tributed to the abnormal! foetal presenta- 
tion described above: 

1. Lax abdomen. This might well have 
encouraged this complication fol- 

lowing a twin pregnancy in which 
the total foetal weight was 16} 
pounds. 

Repeated attempts at version. This 
seemed doubttul here, for on those 
occasions when version was suc- 
cessful the manoeuvre was easy 
to perform and the minimum of 
effort required. 

}. Foetal abnormality. Naturally this 
was considered but no obvious ab- 
normality could be detected by 
radiological means and in fact was 
not present. 

4. Muscle tone. No spasm could be 
demonstrated, but in the absence of 
other definite causative factors 
(other than lax abdomen) this 
seemed a possible explanation. 

Uterine abnormality. In the search 
for an explanation in the case under 
discussion, hystero-salpingography 
revealed a cause found by Way on 
12 occasions in 33 pregnancies of 12 
women, namely a developmental 
abnormality, in this instance a 
bicornuate uterus. 

[ am informed by Mr. W. N. Searle that 
in his case a bicornuate uterus was dis- 
covered also thus supporting Way’s con- 
tention. 
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Hyperextension after delivery by section. Fig. 3 scon after 


delivery, Fi 7 weeks 


(Mr. W_N. Searle Phe pictures are reproduced by kind permission 
of Mr. G. F. Gibberd 
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Hystero-salpingogram showing the features of a bicornuate 
Was carried out 7 months after delivery. 


uterus, This 
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Pseudo-tlying 


but in this case the back 


foetus 


I 
is flexed with rotation ot the head. 


attitude 


app 


similar 
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“THE FLYING FOETUS 


One can appreciate why the twin preg- 
nancy gave rise to no such difficulty. 

It would be reasonable to suggest that 4 
factors thus contributed to this unusual 
foetal attitude : 


(a) Lax abdomen. 

(b) Attempts at external version in the 
presence of : 

(c) Auterus bicornis unicorpus unicollis. 


(d) Foetal extensor muscle tonus result- 
ing theretrom. 


SUMMARY 


A case of transverse presentation with 
hyperextension of the foetus is described 
and the possible aetiology discussed. 

It might be noted that corrective treat- 
ment for this neonatal ‘‘ deformity ’’ is not 
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indicated. Although this attitude may 


persist for a variable time spontaneous 
recovery will take place. 


I wish to thank Mr. A. C. Bell for his per- 
mission to publish this case and Dr. Peter 
Hansell for the photography. 
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\LIHOUGH cndometriosis is a relatively 
ommon complaint in women, only two 
instances of the condition have been re- 
ported in monkeys despite the number 
that have been used in studies of the 
menstrual cycle. Fraser (1929) noted 
widespread endometriosis in a normal 
fully-grown rhesus monkey (JJacaca 
mulatta). There was a walnut-sized tumour 
in the subcutaneous tissue at the umbilicus 
with no obvious connexion to the perito- 
neum, and 23 nodules of varying sizes were 
found along the attachment of the mesen- 
tery to the ileum. A small growth was 
attached to the right sacro-uterine fold. 
There were also numerous microscopic 
endometrial growths in the wall of the 
uterus and cervix, a few lying just under 
the peritoneum. No endometrial tissue 
was found in the ovaries or elsewhere. 
Joachimovits (1930) found two endomet- 
rial nodules on the surface of the ovary of 
a crab-eating macaque, Macaca ira. The 
glands of these nodules were easily dis- 
tinguished from rete cysts. 

The present paper presents a report of 
a rhesus monkey in which microscopical 
examination of serial sections of the repro- 
ductive tract revealed endometriosis of the 
uterus and ovary associated with a small 
mass of supernumerary ovarian tissue in 
the uterine wall. 


DESCRIPTION OF SPECIMEN 


The reproductive tract was removed from 
a mature female rhesus monkey (Macaca 


ENDOMETRIOSIS AND SUPERNUMERARY ECTOPIC 
OVARIAN TISSUE IN A RHESUS MONKEY 
BY 
P. L. KrouN, B.M., B.Ch. 
from the Depariment of Anatomy, University of Birmingham 
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mulatia OM 485) which some years earlier 
had given birth to a male baby. She was 
subsequently given propvl-thiouracil in an 
experiment designed to study the intluence 
of hypothyroidism on reproductive func- 
tion. Atastill later stage her thyroid gland 
Was removed surgically. Some months after 
the operation she became ill. | Her condi- 
tion improved when thyroid extract was 
given, but she relapsed, and was killed 
when moribund. No abdominal laparoto- 
mies had been performed on her. 

At autopsy the uterus seemed to be quite 
normal, but the ovaries were small. There 
had been no menstrual period for 33 months 
before autopsy. The tissues were fixed in 
Bouin’s fluid and serial paraffin sections of 
the ovaries and uterus were stained with 
Masson’s trichrome stain and with haema- 
toxvlin and eosin, 


Microscopic EXAMINATION OF THE 
UTERUS 

There were numerous small patches of 
endometrial tissue (not more than 
long) embedded in the outer wal! of the 
uterus (Fig. 1) and a few small collections 
of glands in the myometrium (Fig. 2). 
Some of the patches were made up of 
tubular glands which were often covered by 
a layer of peritoneum (Fig. 1). In other 
places the normal flat peritoneal epithelium 
seems to have been replaced by, or become 
converted into a layer of high columnar 
epithelium, the area of transition being 
abrupt clearly distinguishable 
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ENDOMETRIOSIS AND SUPERNUMERARY ECTOPIC OVARIAN TISSUE 


(Fig. 3). Usually there was no stromal 
tissue under the glands, but in one instance 
(Fig. 4) a loose stromal tissue clearly 
demarcates the ectopic endometrium and 
its glands trom the myometrium. 

During the search for endometrial tissue 
a small piece (about 2502 by 80» by 
380n) of ovarian tissue was found em- 
bedded in the wall of the uterus about 
half way between the fundus and cervix 
on the anterolateral surface (Figs. 5 and 
6). The ovarian mass was_ poorly 
demarcated from the myometrium, and 
was covered by a layer of epithelium 
(Fig. 7) which had become more columnar 
than normal and resembled the germinal 
epithelium that covers a normal ovary. 
The ovary contained one follicle with 2 or 
3 layers of granulosa cells and 13 pri- 
mordial oocytes. There were several 
atretic and degenerating follicles. No luteal 
tissue could be seen. 


Microscopic EXAMINATION OF THE 
OVARIES 


Serial sections of both ovaries were 
examined. They contained many atretic 
follicles of all sizes and a few Graafian 
follicles. An old but still organized corpus 
luteum was undergoing resolution. Both 
ovaries contained scattered groups of inter- 
stitial cells in the medulla. 

A small patch of endometrial glandular 
tissue that was found is shown in Fig. 8. 


DISCUSSION 


The nodules of endometrial tissue that 
were found in this animal were microscopic 
in size and were not noticed at autopsy. 
By the time they were seen during histo- 
logical examination of the uterus the other 
abdominal organs were no longer avail- 
able. It is therefore impossible to say 
whether the endometriosis was confined to 
the ovary and to the myometrium and 
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peritoneal covering of the uterus or had 
spread to other viscera. 

The most usual view of the aetiology of 
endometriosis is based on Sampson’s (1921) 
work. If, as he suggested, endometriosis 
is due to the reflux of pieces of uterine 
epithelium through the tubes at the time 
of menstruation the condition should be 
restricted to primates, the only mammals 
that menstruate. The only report of its 
occurrence in non-menstruating animals 
is that of Letulle and Petit (1928) who 
found endometriosis in 2 dogs, a species in 
which some haemorrhagic breakdown 
of endometrial tissue occurs. Besides the 
most generally accepted view of Sampson 
that endometriosis develops from the 
ectopic implantation of menstrual frag- 
ments, another commonly held theory has 
ascribed the tumour masses to metaplasia 
of the peritoneum covering the uterus. The 
appearance, reported here, of areas where 


the peritoneal covering of the uterus has 


been replaced by a simple columnar 
epithelium without underlying stromal 
changes or the presence of glands would 
seem to support this view. 

The occurrence of accessory ovaries in 
women has been discussed by earlier writers 
on the embryology and pathology of the 
reproductive tract (e.g. Keibel and Mall, 
1912). The early literature from Beigel 
(1877) onwards is reviewed by Brady 
(1925) and McNeill (1931). Brady empha- 
sizes the extreme rarity of true super- 
numerary ovaries as distinct from accessory 
ovaries due to division of the normal ovary. 
He finds that they are attached to the 
mesosalpinx or to the uterus and are found 
in the broad ligament. He was only able 
to satisfy himself that 9 trué cases had 
been reported. 

The persistence or recurrence of uterine 
and vaginal cycles after surgical ovariec- 
tomy is usually ascribed to the activity of 
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accessory Ovarian tissue. According to 
many workers some ovarian tissue is very 
often left behind after ovariectomy. Others, 
however, feel that regeneration of ovarian 
tissue may occur from the neighbouring 
peritoneum, deriving originally from the 
coelomic epithelium. Young (1944), for 
example, found small nodules both of 
follicular and luteal tissue in the broad 
ligament of chimpanzees that had been 
bilaterally ovariectomized. In most 
of his animals, however, the ovaries that 
were removed were seen to be incomplete 
on serial Similar findings in a 
baboon have been reported by Culiner 
(1946) and in women by Way (1940). In 
Blotevogel’s report (1932) one of 3 baboons 
that had been ovariectomized re-developed 
cycles of oestrous behaviour. A nodule 
the size of a little finger tip was found in the 
angle between the left tube and uterus. It 
was covered with peritoneum and was 
connected by a stalk to the uterus. Luteal 
tissue made up 75 per cent of the nodule’s 
volume which also contained 18 follicles 
of which 4 (all atretic) had antra. Four of 
the remaining 14 follicles without antra 
seemed to be normal. Blotevogel believed 
that the 2 normal ovaries were complete 
and that the specimen was a true accessory 
ovary. 


section. 


The case that has been reported here is 
exceptional in that there was no possibility 
that operative trauma could have scattered 
ovarian fragments in the peritoneal cavity. 
The site of the aberrant ovarian tissue in 
the wall of the uterus is also unusual. 


There seems to be no reason to suppose 
that the mass was the result of an implanted 


fragment from th: ovaries and 
whether it developed from an aberrent 
piece of ovarian tissue very early in 
development or from a later induction of 
the normaily inert peritoneum cannot be 


decided 


noriy 


Like endometriosis in monkeys super- 
numerary ovarian tissue is extremely rare 
and except for the occurrence of the two 
conditions in a single animal there is no 
special reason to suppose that there is an 
association between them. If one does 
exist, the findings reported here tend to 
support the view that the peritoneal epi- 
thelium may sometimes retain the power 
to differentiate once more into both ovarian 
tissue and uterine epithelium. 


SUMMARY 

I. Scattered microscopic nodules ot 
endometrial tissue were found on the peri- 
toneal surfaces and myometrium of the 
uterus of a mature female rhesus monkey 
together with a small nodule of aberrant 
ovarian tissue covered with a germinal 
epithelium. The ovarian mass contained 
small follicles but no luteal tissue. 

2. The monkey had received propy! 
thiouracil and had been thyroidectomized 
but no abdominal laparotomy had been 
performed. The animal’s ovaries were 
normal in position and histological appear- 
ance. 
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Endometrial glandular tissue in outer wall of uterus. Glands 
covered with peritoneum. — x 195 


Endometrial gland deep in myometrium. x 110 
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Transition of peritoneal epithelium to high columnar epithelium. 
x 320 


Stromal tissue beneath endometrial glands and columnar 
epithelium x 175 
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FIG. 5 
Ectopic ovarian tissue on peritoneal surface of uterus. x 64 


Ovarian tissue on peritoneal surface of uterus, 
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Ovarian tissue and epithelium covering it. 


Endometriosis in ovary. 
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THROMBOPHLEBITIS DURING PREGNANCY 


BY 


Patrick J. LoGan, M.B., L.M. 
ALEXANDER M. O’Drisco.., M.B., D.Obst.R.C.O.G. 


AND 


Ropert F. O’DonoGHuE, M.B., D.Obst.(U.C.C.) 
The Coombe Lying-in Hospital, Dublin 


THE incidence of thrombophlebitis com- 
plicating pregnancy is variously estimated 
by different authors as between 0.1 per 
cent (Westmann, 1936) and 0.025 per cent 
(Browne, 1946). It is also suggested by 
the latter that this condition is much more 
common than the number of reported cases 
would suggest. Up to February 1950, 49 
cases have been reported in the journals 
(Donaldson, 1950). 

In our capacity as clinical clerks in 
charge of the District Maternity Service of 
the above hospital we have, in the past 3 
months, treated 5 cases of clinical thrombo- 
phlebitis complicating pregnancy. 

3,500 cases, approximately, are de- 
livered by the staff of this hospital annually. 
About 1,500 of these patients are delivered 
in their homes. These figures show an 
incidence of thrombophlebitis complicating 
pregnancy of almost 0.6 per cent or I in 
200 cases, which is approximately 20 times 
the incidence reported by Browne (1946) 
or 5 times that reported by Westmann 
(1936). While this small number of cases 
can hardly be considered to be statistically 
significant we feel that it shows a greater 
incidence than the literature would suggest. 


CRITERIA OF DIAGNOSIS 


The diagnosis is based on the following 
signs and symptoms: A painful, hard, 
tender vein with a surrounding area of 


erythema and the presence of local heat; 
oedema, raised pulse and pyrexia are 
variable factors (Romanis and Mitchiner, 
1948). 


Case 1. A 1o-gravida, aged 30, had her last 
menstrual period on 19th April, 1950. Her pre- 
vious pregnancies resulted in 7 full-time normal] 
deliveries and 2 abortions. 

The patient developed varicosities of the veins 
of both legs during her 3rd pregnancy. She gave 
a history of thrombophlebitis during her last 
pregnancy and also in the puerperium. 

She had attended the antenatal clinic of this 
hospital during her present pregnancy. On 2oth 
October, 1950, when she was 26 weeks pregnant, 
she developed pain in the right leg on walking. 

On examination, she had gross varicosities of 
both legs, especially the right. Along the course 
of the right internal saphenous vein medial to the 
knee, for a distance of 2 inches, there was a hard, 
tender, cord-like swelling with a surrounding area 
of erythema. Her pulse and temperature were 
normal. Her haemoglobin estimation was 66 per 
cent. It was decided that she had thrombophle- 
bitis and treatment was carried out as follows. The 
patient was confined to bed, with her right knee 
flexed, and glycerine and ichthyol dressing applied. 
Penicillin therapy was not instituted because of 
the absence of tachycardia and pyrexia. On this 
treatment, the inflammation had disappeared after 
6 days and the patient was discharged. Her tem- 
perature was norma! throughout the illness. Her 
pulse varied between 80 and go per minute. 

She next attended the antenatal clinic on 14th 
November, 1950. She now complained of pain 
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434 
in the calf of her right leg. On examination, the 
previously affected area was now normal, but she 
had a hard, tender vein in her right calf. 

She was again confined to bed and similar 
treatment started. After 10 days the signs ot 
inflammation had disappeared and the vein was 
palpable as a hard, cord-like structure. She was 
again seen on 8th December, 1950, when she was 


quite well. 


Case 2. A 4-gravida, aged 35 years, had her 
last menstrual period on oth March, 1950. Her first 
pregnancy ended in an uneventful breech delivery 
it term. The subsequent obstetrical history was 
normal. 

There was no previous history of thrombo- 
phlebitis, although she has had very gross varicose 
veins for 5 or 6 years. She had attended our ante- 
natal clinic since April 1950 

During one of these routine attendances on 
6th December, 1950, she complained of pain on the 
inner aspect of her right knee. On examination, 
varicosities were noted in all the superficial veins 
of the right leg. A hard, red, tender swelling was 
palpated along the course of the right internal 
saphenous vein, extending downwards from the 
level of the knee joint for a distance of approxi- 
mately 2's inches. There was a diffuse surround- 
ing area of erythema. Some clinical oedema was 
demonstrable along the medial aspect of the right 
tibia. Her pulse rate was recorded at 110, and 
temperature as normal. 

The patient was treated in her own home with 
rest in bed and local applications of glycerme and 
ichthyol. Because of her elevated pulse rate she 
was given intramuscular penicillin, one half-million 
units twice daily on 7th, 8th, 9th and roth of 
December 1950. Her haemoglobin level was 
estimated at 51 per cent and oral iron was given. 
Penicillin was discontinued on roth December 
is the pulse rate had dropped to 70 and the 

linical signs had disappeared. The vein was still 
iard but tenderness was absent. She was dis- 


harged on 14th December, 1950 


Case 3. A 7-gravida, aged 39 years, had her last 
menstrual period on 20th March, 1950. Apart 
from a forceps delivery on her first pregnancy and 
some elevation of the blood pressure during her 
sixth pregnancy, her previous obstetrical history 


was normal 
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On 8th October, 1950, she was seen in her 
home and complained of severe pain in the left 
leg below the knee joint at the upper edge of an 
ill-fitting elastic stocking. On examination, large 
varicosittes were seen in both legs. In the course 
of the left internal saphenous vein a hard cord-like 
swelling was palpated. This was tender, red and 
inflamed. There was a surrounding area of ery- 
thema approximately 3 inches in diameter. Her 
pulse was recorded at 90 and the temperature was 
normal. A diagnosis of thrombophlebitis was made 
and treatment was instituted with rest in bed and 
local applications of glycerine and ichthyol. She 
was given intramuscular penicillin, one half-million 
units twice daily: Haemoglobin estimation was 55 
per cent, and oral iron was given. 


On 11th October, 1950, the patient com- 
plained of some pain in her right hypochondrium. 
Her temperature was now recording at 1o01°F. 
and her pulse rate was 120. She was admitted to 
hospital immediately. In hospital the diagnosis 
of thrombophlebitis was confirmed, but no satis- 
factory explanation was found for the pain in her 
right side. It is to be noted that this pain was 
not very severe in the first instance and disappeared 
in the course of a few hours. 

Three-hourly injections of 200,000 units of 
sodium penicillin were started at 6 p.m. on 11th 
October, and local applications of glycerine ichthyol 
were continued. Her temperature reverted to 
normal on the 12th. On the 13th penicillin was 
discontinued, and on 17th October she was 
discharged. Temperature on discharge was 98°F. 
and pulse rate 76. All signs of inflammation had 
disappeared from the vein but it was still palpably 
hard. Since discharge from hospital this patient 
has been seen regularly and has had no subsequent 
trouble with her veins until she was re-admitted 
on 30th November, 1950, with a diagnosis of pre- 
eclamptic toxaemia. A week later, when evidenc 
of toxaemia had disappeared, she was again dis 
charged. At that time her thrombophlebitis had 
completely disappeared. 

On 14th December she attended the antenatal 
clinic and on examination a further area of throm- 
bophlebitis was discovered, this time in the short 
saphenous vein of her leg. The usual treatment was 
started, and the condition is responding satis 
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Case 4. A 15-gravida, aged 4o years, had her 
last menstrual period on 6th February, 1950. Her 
previous pregnancies had ended in 11 full-time 
normal deliveries and 3 abortions. 

The patient developed varicose veins of both legs 
during her first pregnancy, and gave a history 
suggestive of puerperal thrombophlebitis following 
her 14th pregnancy. This has been treated with 
glycerine and ichthyol dressings. 

She attended the antenatal clinic on 4th Sep- 
tember, 1950, when she was found to be normal. 
Her haemoglobin was estimated at 68 per cent. 
There was no evidence of thrombophlebitis. She 
did not attend again and was next seen when in 
labour on 14th October, 1950. She was then 36 
weeks pregnant and complained of pain im her left 
calf dating from 6th October, when she injured 
herself on stepping off a chair. 

On examination, she had a tender, hard varicose 
vein on her leit calf with a surrounding area of 
erythema. Her pulse rate was go and her tempera- 
ture was registered at 98°F. A diagnosis of 
thrombophlebitis was made. She delivered her- 
self of a premature child which weighed 4 pounds 
approximately. Treatment with local applications 
of glycerine and ichthyol was instituted while she 
was still in labour and was continued into the 
puerperium. It was also thought advisable to 
administer penicillin (500,000 u. twice daily) be- 
cause of her puerperal state. Despite the fact that 
the treatment of this was conducted chiefly during 
the there can be no doubt that 
thrombophlebitis was present during the antenatal 
period. 

Within 7 days the inflammation had disappeared. 
It should be noted that her temperature was normal 
throughout the illness. 
increased (80-00) for 4 days 


puerperium 


Her pulse rate was slightly 


Case 5. A 6-gravida, aged 36 years, whose last 
menstrual period occurred on 19th March, 1950, 
There 


was no previous history of thrombophlebitis. 


had 5 previous normal-term pregnancies. 


This patient was attending the antenatal clinic 
at regular intervals. A haemoglobin estimation 
on 17th March, 55 per 
therapy was instituted, fersolate tablets (2 tablets 


1950, was cent Tron 
3 times a day) being given. 
On 19th December, 1950, when she was 37 weeks 


pregnant she complained of pain in the calf of her 
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leit leg. On examination an area of the saphenous 
vein was found to be tender, reddened and cord- 
like. Pain was present at rest and stiffness on 
walking. Clinical oedema was present below the 
site of inflammation, both leg and foot being 
involved. The area of inflammation was 2 inches 
by 1 inch. Her temperature was 97°F., and her 
pulse rate was 100. The patient was confined to 
bed with her knee flexed and glycerine and ichthyol 
dressings applied. 

On 8th December, 1950, her haemoglobin was 
estimated at 58 per cent. On this treatment the 
condition improved and she was discharged on the 
1oth day, when all signs of inflammation had sub 
sided. 


DISCUSSION 


Aetiological Factors 

(a) Multiparity. This is the most striking 
common denominator in the above series, 
the average parity being 8.4. All of these 
patients had varicose veins for years and, 
owing to a rapid succession of pregnancies, 
have been unable to have them treated. 
Grand multiparae are very much more 
common in this country than elsewhere in 
the British Isles. We feel that this high 
multiparity with its resultant untreated 
varicose veins may be the reason for the 
high incidence of antenatal thrombo- 
phlebitis among the patients of this hospital. 

(6) Anaemia. The incidence of hypo- 
chromic microcytic anaemia in the multi- 
parous patients attending this antenatal 
clinic is particularly high by virtue of their 
multiparity and undernutrition. In our 
cases no patient reached the minimum 
desirable level of 70 per cent (10.2 g.) of 
haemoglobin. 

In 3 of the cases, the haemoglobin was 
less than 60 per cent. We therefore suggest 
that this is the second most important factor. 

(c) Septic foct. In 4 of our 5 cases 
carious teeth provided an obvious focus of 
infection. In the other case (Case 3) there 
was no obvious septic focus. Due to the 
fact that carious teeth are so very common 
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in the poorer class of patient from which our 
cases are drawn we cannot assess its 
significance. 

(d) Venous stasis and trauma. Venous 
stasis caused by the pressure of the enlarged 
uterus, tight garters, and ill-fitting elastic 
stockings may be contributing factors. In 
conjunction with this stasis, trauma, a 
history of which was elicited in 2 of our 
cases (Cases 3 and 4), may be a precipitat- 
ing factor. 

+) Age. The age of the patients varied 
from 29 years to 40 years. This is prob- 
ably not significant, as the fourth decade 
is the age at which multiparity is usually 
reached, and it would seem that the number 
of years married and the number of children 
borne are of more importance than actual 
age. 


Clinical Picture 
It will have been noted that the site of 
the thrombus in all 5 cases was in the super- 


ficial leg veins. In Donaldson’s review of 
the literature (1950) the incidence of 
occurrence in superficial veins is given as 
18 per cent. In view of the fact that all 
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our cases occurred in the superficial veins, 
and were therefore relatively mild, it 
would seem likely that many cases such as 
ours are either not diagnosed or not 
reported. 

We have noticed that while only one 
case (Case 3) showed a rise in temperature 
4 out of 5 showed an increase in pulse rate. 

Four of our cases occurred after the 28th 
week of pregnancy which is in agreement 
with the time of occurrence of other re- 
ported cases, 70 per cent of which occurred 
in the third trimester. 

A tendency to repeated attacks in dif- 
ferent veins or at different levels of the 
same vein will have been noted (Cases 1 
and 3). 
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PAROXYSMAL TACHYCARDIA IN PREGNANCY AND LABOUR 
(Report of a Case) 


BY 


T. M. Appas, M.D., F.R.C.S.E., M.R.C.O.G. 


AND 


A. A. GUILD, B.A., M.B., M.R.C.P. 


Medical and Obstetrical Units, Western General Hospital, 
Edinburgh 


ALTHOUGH the occurrence of paroxysmal 
tachycardia in pregnancy is not uncom- 
mon its appearance during labour is rare. 
The following case of paroxysmal tachy- 
cardia occurring in a patient with com- 
pensated mitral stenosis, both during 
pregnancy and throughout the greater part 
of labour, is therefore reported. 


Case REPORT 

Mrs. M. M., aged 34 years, para-3 (1939, 1942, 
1947), was admitted to the Western General Hos- 
pital, Edinburgh, under the care of Dr. W. I. 
Card, on 12th January, 1950, on account of pain 
in the feet, ankles, and right hand and knee, 
following an attack of tonsillitis in December, 
1949. She gave a previous history of rheumatic 
fever when aged 10 and 27 years and of nephritis 
when aged 30 years. Her previous pregnancies and 
labours had been normal, although her first child 
died when 3 days old from an unknown cause. She 
gave no history of palpitations or retrosternal pain. 

On examination she had a low fever and a 
regular, sinus tachycardia (110/min.). Signs of 
mitral stenosis were present, but the cardiac size 
was normal, and there were no signs of failure. 
The blood-pressure was 110/80 mm. Hg. She had 
slight swelling of the right knee and elbow joints. 
There were no other abnormal signs, and no 
evidence of focal sepsis was present. The urine was 
normal, and the blood-picture was: Hb 86 per cent 
(Haldane), white blood corpuscles, 12,400/c.mm. 
The erythrocyte sedimentation rate 104 
mm /first hour (Westergren). She was uncertain 
about the date of the last menstrual period, but 
her gestation was judged to be about 20 weeks, 
and pregnancy appeared normal. She was treated 


was 


with rest and sodium salicylate, gr. 150 daily, and 
unproved symptomatically, although progress as 
judged by pulse rate and fall of erythrocyte 
sedimentation rate was slower than in the usual 
case of rheumatic fever. 

On 20th February, 1950, she 
palpitations. Her pulse rate was 180/min., and 
regular, unvarying with exertion. The blood- 
pressure was unchanged, Carotid sinus and ocular 
pressure failed to restore normal rhythm. An 
electrocardiagram showed changes suggestive of 
ventricular tachycardia (Fig. 1). As after some 
hours she began to show signs of cardiac failure, 
treatment with quinidine sulphate was instituted, 
and oxygen and Neptal were administered. The 
paroxysm stopped V2 hours after commencement, 
only 9 gr. of quinidine sulphate having been given; 
it was concluded that cessation was not due to 
therapy. Further electrocardiagrams during the 
next 48 hours showed a return to normal, via 
sinus rhythm with L. Bundle Branch Block (Figs. 
2 and 3), and it was considered that the original 
electrocardiagram changes represented a com- 
bination of supraventricular tachycardia with 
L. Bundle Branch Block. Signs of cardiac failure 
disappeared rapidly after cessation of the 
paroxysm. 

Although the illness was somewhat protracted, 
there were no recurrences of tachycardia, and 
when the patient was transferred to the Maternity 
Unit under the care of Dr. A. S. Duncan, she was 
fit, apart from compensated mitral stenosis, Her 
obstetrical condition was satisfactory. 

At 12.05 a.m. on 16th June, 1950, uterine con- 
tractions began spontaneously and it was thought 
that labour had started. Chloral hydrate, gr. 30, 
was given, and the patient slept until 5 a.m. 
the 


complained of 


During next few hours contractions were 


37 
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irregular, but of fair strength, lasting about 30 
secs A second dose of chloral hydrate, gr. 30, 
Was given at 9.30 a.m., as the patient was dis- 
tressed by the contractions. At 9.45 a.m. she felt 
ind was found to have a regular 
This attack was stopped 
after 20 minutes, following carotid sinus pressure. 


palprtations, 
tachycardia of 180/ min 


Ihe foetal heart sounds were normal, and vaginal 
examination revealed that the membranes were 


intact, and that the cervix was 3 fingers dilated and 


taken up. The foetus was presenting by the 
vertex, the head being at the pelvic brim. 

\t 1.45 p-m. palpitations were again exper) 
enced \ regular tachycardia of 220/ minute 


unaffected by labour pains, and unresponsive to 
carotid sinus or ocular pressure, was present. An 
electrocardiseram closely resembled that obtained 
during the paroxysm on 20th February, 1950. The 
foetal heart sounds were normal, the rate being 
130/ minute Quinidine sulphate, gr. 5 2-hourly, 
was advised, in the hope of “terminating the 
paroxysm, and pethidine 1oo mg. intramuscularly 
was given 

Uterine contractions did not become regular until 
ibout 4.30 p.m., after which they came at 2 to 3 
minute intervals, and each lasted 30 to 40 seconds. 
A further vaginal examination at 4.30 p.m. 
confirmed the presentation as vertex, right occipito 


interior The cervix was 4 fingers dilated, and 

the iembranes were intact The head was in 

At 6 p.m. the paroxysm was unaltered 


Uterine contractions, typical of the second stage 
of labour, were noted every 2 minutes, lasting I 
minute [The membranes were intact, the cervix 
was fully dilated, and the foetal head was low in 
the pelvis It was decided to deliver the patient, 
and this was done with Haig-Ferguson forceps, 
under pudendal block, at 6.45 p.m. Oxygen was 
given throughout delivery. A male child weigh- 
ing 9 pounds was born in good condition at 7 p.m. 
Manual removal of the placenta, which was found 
to be partially adherent, had to be undertaken 
under pentothal anaesthesia at 7.42 p.m. Total 
blood loss was about 16 ounces 

The paroxysmal tachycardia stopped abruptly 
shortly after delivery Although it had been 
present for 5 hours, and despite the exer 
tion of labour, the only signs of cardiac failure 


were the development of cyanosis and moderat 


numbers of basal crepitations about 10 minutes 
These disappeared within 20 
minutes of the return of normal rhythm. Further 
electrocardiagrams taken during the next 48 hours 


before delivery. 


resembled those recorded after the February 
paroxysm-——-return to normal via sinus rhythm 
with L. Bundle Branch Block. 


The patient made an uninterrupted recovery, 
and was ultimately discharged on 18th July, 1950, 
Breast 
feeding was not allowed. She has been seen since, 


after a period of rest and observation. 


and has had one further brief attack of paroxysmal 
tachycardia, with identical electrocardiagram 

hanges. This attack was terminated with ease by 
carotid sinus pressure. Her general condition 1s 


satisfactory, apart from mitral stenosis 


DISCUSSION 


Campbell and Elliott (1939) think that 
examples of paroxysmal! 
during pregnancy ‘‘are by no means uu- 
common.’ Instances of paroxysmal 
tachycardia during labour, however, seem 
to be rare. Lian, Golblin and Benzecry 
(1948) reported the case of a woman who in 
2 successive pregnancies had attacks of 
paroxysmal tachycardia, and who de- 
veloped further paroxysms at the begin- 
ning of each labour. A dead child resulted 
in each instance, despite forceps delivery. 
On searching the literature they could only 
discover accounts of 7 other cases where 
labour was attended by the same compli- 
cation. In each case, however, a live child 
was born. They omitted to mention a case 
quoted by Meyer, Lackner and Schochet 
(1930), reported (no reference given) by 
F. M. Whyte, where a quadripara aged 35, 
who had had repeated attacks of paroxys- 
mal tachyeardia for 18 years, and who had 
mitral stenosis, developed an attack of 
paroxysmal tachycardia shortly before 
labour began. Normal delivery of a live 
child occurred after 12} hours, but the 
tachveardia lasted for a further 48 hours. 
The patient became extremely ill, but 
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made a dramatic recovery after apparently 
spontaneous cessation of the paroxysm. 
The development of paroxysmal tachy- 
cardia during labour is of potential danger 
to both mother and foetus. The risk varies 
greatly with the length of the paroxysm 
or paroxysms, and with the normal 
functional efficiency of the mother’s heart. 


In our case the appearance of incipient’ 


cardiac failure during the February 
paroxysm made us view the recrudescence 
of paroxysmal tachycardia during labour 
with misgiving. It seemed important to 
try to restore normal rhythm. Hesitation 
may be felt over the use of quinidine, 
normally one of the drugs of choice in 
pregnant women. Meyer et al. (1930) state 
quite definitely that quinidine is contra- 
indicated in pregnancy, being reputedly 5 
times as active as quinine on isolated uterine 
strips. Lian et al. (1948) are less cate- 
gorical, but recall the case of a woman who 


had multiple extrasystoles wherein the use 
of quinidine resulted in uterine contrac- 
tions. We used quinidine without ill effect, 
but the total dose given was small, and 
neither during pregnancy nor labour did 
the drug appear to be effective in ending 


the paroxysms. Possibly intravenous 
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digoxin or procaine might now be the 
treatment of choice. 

The second stage of labour was kept as 
short as possible, delivery being assisted 
with forceps in the interests of mother and 
child alike. Sterilization was later strongly 
recommended, but refused. 


SUMMARY 


An account is given of a woman whose 
pregnancy and labour were complicated 
by attacks of paroxysmal tachycardia. The 
patient had compensated mitral stenosis. A 
healthy child was born. The management 
of the case is discussed, and brief reference 
is made to the literature. 


We wish to thank Dr. W. I. Card, and 
Dr. A. S. Duncan, for allowing us to report 
on a case under their care, and for their 
helpful criticism of this paper. 
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Ir is generally believed that if, for any of 
the more usual reasons, a woman does not 
suckle her child the menstrual flow will 
probably return within 8 weeks after 
labour. DeLee and Greenhill (1947) state 
that these women usually menstruate at 6 
weeks. It is also widely accepted that the 
tlow ordinarily does not appear as long as 
the child is breast-fed. It has been pointed 
out by Williams (1917), however, that 
more careful observation has shown that 
this latter belief is erroneous and that a 
considerable proportion of women men- 
struate during lactation and usually with- 
out ill-effect upon the children; thus, 
Pinard (1909) had stated that from 40 to 73 
per cent of all his patients menstruated 
within 6 months after the birth of the child 
and that the function became re-established 
later in multiparous than in primiparous 
women. Ehrenfest (1915) had similarly 
reported that 51.3 per cent of his patients 
menstruated within 3 months and 71 per 
cent within 6 months after delivery; in 80 
per cent menstruation occurred before 
the cessation of lactation. 

Peckham (1934), in a study of 2,885 
lactating patients, found that menstruation 
returned prior to cessation of lactation in 
71.45 percent. Furthermore, in 35.09 per 
cent menstruation occurred 7 or more 
months before the end of lactation. 

Booth (1935) in a study of 83 lactating 
obstetric cases found that, in the g months 
after parturition, 52 menstruated 3 or more 
times, 12 twice, 6 only once and 13 failed 
to menstruate at all. In 64 per cent of the 
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cases the menstrual cycle was re-established 
within 3 months following the date of de- 
livery, while 83 per cent had menstruated 
by the end of the 6th month. Menstruation 
returned before weaning in 41 per cent of 63 
cases. In6 non-lactating women also studied 
there was an early re-establishment of the 
menstrual cycle: but this non-lactating 
series is too small to warrant consideration. 
More recently, Robinson (1943), in a 
series of 651 mothers, found that of the 413 
who fed their babies at the breast for 8 
months or more, 24 per cent had their first 
period at 6 weeks, 17 per cent between 6 
weeks and weaning and 59 per cent after 
weaning. Her 41 per cent is the identical 
percentage noted by Booth as menstruating 
before weaning. Of the 238 mothers who 
weaned their babies early, 24 per cent had 
their first period at 6 weeks, 8 per cent 
between 6 weeks and weaning, and 68 per 
cent between weaning and 10 months. 
Stander (1945) records his experience that 
great variations are observed in lactating 
women: the first period may occur as early 
as the 2nd or as late as the 18th month 
following delivery, the most usual time 
being during the 4th month. He also states 
that, since it is popularly believed that 
ovulation does not occur during lactation, 
many women suckle their children for long 
periods for contraceptive purposes. 
Janney (1945) states that amenorrhoea 
is usually regarded as physiological during 
lactation, but that there are frequent 
exceptions. He states that in 50 per cent of 
nursing mothers menstruation is_ re- 
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established within 6 months. He considers 
that amenorrhoea in these cases seems to 
be due to a ‘‘ safety-valve mechanism ” 
apparently akin to the mechanism of 
amenorrhoea in debility and that where the 
organism is subjected to unusual demands 
menstruation frequently stops temporarily ; 
in the average mother, nursing is an 
unusual demand. He claims support from 
the fact that, on the average, menstruation 
during lactation seems to be re-established 
earlier in physically strong women than in 
others. Similarly, Engel (1947) considers, 
albeit on hormonal grounds, that menstrua- 
tion commences only when the milk begins 
to fail and states that the long-held lay and 
medical view that the milk of menstruating 
women is noxious to infants is mistaken. 
Griinberger (1948), in a study of 34 post- 
partum cases (75 per cent lactating) found 
that the first bleeding appears after an 
average of 2 to 4 months. Retardation in 
nursing mothers could not be proved. 

It is apparent, therefore, from the work 
of these investigators, that the date of 
reappearance of menstruation after delivery 
does vary considerably. Their individual 
findings, however, are far from unani- 
mous. Moreover, these researches have 
been almost entirely concerned with the 
onset of the first period in the lactating and 
non-lactating mother: there is little infor- 
mation regarding the subsequent rhythm 
(regularity or irregularity) of the men- 
strual cycle. 


Taste II 
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The present investigation of these 
problems is based on a follow-up of 834 
obstetric patients from the date of delivery 
to 9g months later. Each patient was given 
a printed questionnaire soon after her con- 
finement, and was asked to record the date 
of each menstrual period as it occurred and 
the course of feeding. Age and parity were 
also recorded. The form was returned 9 
months later. 

Of the 834 cases, 426 were primiparae, 
and 408 multiparae. The proportions 
lactating, partly lactating (breast-fed and 
later bottle, or breast and bottle concur- 
rently) and non-lactating do not show any 
material difference between primiparae and 
multiparae, as may be seen in Table I. 


TABLE I 
Parity in Relation to Lactation 


Primiparae Multiparae 


Per cent Per cent 
Partly-lactating 45 4! 
Non-lactating 35 


The age distribution in relation to lacta- 
tion is shown in Table II. 

It may be observed that, of the total, 
more than half were aged 20-30 years, and 
that only 3.8 per cent fell out with the 
20-40 age range. The relatively high per- 
centage of non-lactating in the under-20’s 
is largely accounted for by the fact of a 


4ee Distribution in Relation to Lactation 


Partly- Non- 

Age Lactating lactating lactating Tot: 
Under 20 2 (10.0) 4 (20.0) 14 (70.0) 20 
20-30 118 (25.1) 198 (42.1) 154 (32.8) 170 
30-40 74 (22 3 146 (44.0) 112 (33-7) 332 
Over 40 2 (16.7 8 (66.7) 2 (16.7) = 
Total® TOH (22.5) 356 (42.7) 282 (22.8) S34 


Percentage figures are in parenthesis 
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Re-establishment of Menstruation 


ad) LACTATING 


Onset of first period within weeks 


No 
\ge » week 6-12 14-30 30-30 periods 


Inder 


Total® 


Multiparae Under 
20 
30-4 


PARTLY LACTATING 


51.3) 


156 34 


(C) NON-LACTATING 


Under 10 
20 22 
Over 


Total® 


TO 


Grand Total 


* Percentage figures are in parenthesis 
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: 30 40 + 
Over 
in 
2 16 12 6 2 os 
3.7 29.4 22.2 24.6 11.1 (44-9) 
= Lo 
10 2 2 
Potal* 14 18 14 io 6 28 08 
. (20.0 (25.7 (20.0 14 1.4 5.6 
Re. 
Primipar ('nder 20 2 2 - - 4 
0-30 28 22 8 - 14 128 
30-40 12 20 4 2 6 
(over 40 6 - © 
"= Tota!* 48 78 26 16 2 20 190 ; 
28.2 (45.9 (15.3) (9.4) (1.2 (10.5) 
Multiparae Under 20 - - 
20-30 18 34 4 6 - 8 70 
30-40 34 44 4 2 6 04 
Over 40 2 2 + 
Potal* 54 78 8 2 14 16) 
(35.5) (— (5.3 6.6 1.3) (8.4) 
Grand Total 102 PS 26 4 34 356 
Primiparae - - 12 
22 G2 
6 34 
Total® 36 64 4 - 28 138 
32.7 (58.2 (5.5 3.4) ~ - (20.3) 
Multiparae Under 20 2 2 
20-30 If 25 f 12 ©2 
Over 40 2 2 
(47.3) (45.4) (5.4) (1.8) (23.6) 
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higher incidence of illegitimate births. In 
the women over 40 partial lactation is high. 

The relationship of the time of re- 
establishment of menstruation to parity, in 
age groups, is shown in Table III (a), 
(b) and (c), correlated to lactation, partial- 
lactation and non-lactation. 

A study of Table III shows that failure 
of menstruation to return, in primiparae, 
within g months after delivery, is most 
common in lactating women, and lowest in 
partially-lactating women, the approximate 
percentages being 45 in lactating, Io in 
partly-lactating and 20 in non-lactating. 
It can also be seen that return of menstru- 
ation, within 12 weeks of delivery, occurs 
in approximately 33 per cent lactating, 74 
per cent partly-lactating and 91 per cent 
non-lactating primiparae. Alternatively, 


this may be expressed as follows: re- 
establishment between 12 and 36 weeks 
postpartum occurs in 67 per cent lactating, 
26 per cent partly-lactating and 9g per cent 


non-lactating. 

In multiparae, failure to return occurs in 
the following percentages: lactating 28.6, 
partly-lactating 8.4, and non-lactating, 
23.0. The comparable figures to those ot 
primiparae, in relation to return of men- 
struation within 12 weeks and after 12 
weeks, are respectively 46 per cent lactat- 
ing, 87 per cent partly-lactating and 93 per 
cent non-lactating, and 54 per cent lactat- 
ing, 13 per cent partly-lactating and 7 per 
cent non-lactating. It is apparent that 
these differences in delay or failure to re- 
turn in multiparae are similar to, but less 
extensive than, those in primiparae. 

In the total series of 834 patients, re- 
establishment of menstruation occurred as 
follows : 

Within 6 weeks, 24.7 per cent; within 12 
weeks, 61.1 per cent; within 18 weeks, 69.1 
per cent; within 24 weeks, 77.7 per cent; 
within 30 weeks, 78.9 per cent; within 36 
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weeks, 79.9 per cent (in the remaining 
20.1 per cent menstruation had not become 
established by the 36th week). 

The figure of 61.1 per cent showing re- 
establishment within 12 weeks compares 
with that of 51.3 per cent in Ehrenfest’s 
paper: the figure of 77.7 per cent, return- 
ing within 24 weeks after delivery, com- 
pares with that of from 40 to 73 per cent 
(Pinard) and 71 per cent (Ehrenfest). In 
25.4 per cent of the wholly lactating 
mothers, the menstrual cycle was _ re- 
established within 12 weeks following the 
date of delivery (cf. Booth, 64 per cent), 
but in the partly-lactating mothers re- 
establishment within 12 weeks occurred 
in 72 per cent. 

In Fig. 1 the data from Table III (a) and 
(c) are shown in cumulative percentage 
form. These indicate not only the dates at 
which stated proportions have re-estab- 
lished menstruation in lactating and non- 
lactating mothers, but, in addition, indi- 
cate the difference in the proportions 
failing to menstruate by the 36th week. 

It may be seen that 47 per cent of lactat- 
ing primiparae and 57 per cent of lactating 
multiparae menstruated within 24 weeks 
after the birth of the child. During the 
same period 79.7 per cent of non-lactating 
primiparae and 75 per cent of non- 
lactating multiparae menstruated. Again, 
in lactating patients, menstruation returned 
prior to cessation of lactation in 57 per cent 
of primiparae and 73 per cent multiparae; 
in non-lactating women the comparable 
figures were 79.7 and 76.4 per cent. 

Table IV illustrates the regularity or 
irregularity of menstruation, once estab- 
lished, in relation to lactation. 

These figures indicate that menstruation 
is regular in 72.5 per cent of the lactating 
women, in 92.6 per cent of the partially- 
lactating and in 90.2 per cent of those not 
lactating. There is, thus, no real difference 
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in this respect between partly-lactating and 
non-lactating women, but the lactating ones 
show a lower proportion of regularity. 
Further study of the replies to the 
questionnaire indicates that the earlier 
menstruation is established postpartum, 
the greater is the percentage of irregu- 
laritv. It may be, however, that this is 


proportion failing to menstruate up to the 36th week 


I 
menstruation at different dates, and the 


of no biological significance, since it 
cannot be established that it is due to any- 
thing other than a more extensive time- 
interval to permit irregularity. There is, 
finally, very little difference in respect of 
the relationship of age to irregularity when 
one compares those aged under 30 with 
those over 30 years. 


- 
i 
= 
2 | 
| | iN | | | 4 
| 
re 
| | | 4 | 
= 4 
2 
| 
} 
| / i, | 
/ / | | | 
| 
10; 
0 
12 
| 
2 


MENSTRUATION AFTER CHILDBIRTH 


TaBLe IV 
Regularity of Menstruation to Lactation. 


Periods Age Lactating 


Regular Under 20 
20-30 
39-40 

Over 40 


Total* 


Partly- Non- 
lactating lactating 


2 
154 
114 


6 


276 
(92.6) 


Under 20 
20-30 
30-40 

Over 40 


Irregular 


Total 22 
Grand total 80 


* Percentage figures are in parenthesis. © 


SUMMARY 

1. A review is given of the literature 
dealing with the date of reappearance of 
menstruation postpartum. The number of 
investigations has been small and these 
have dealt mainly with lactating women. 
Moreover, the authors merely give a stated 
proportion of re-establishment of menstrua- 
tion ata specified (and not always the same) 
date. 


2. No detailed information has hitherto 
been available regarding the subsequent 
rhythm of the menstrual cycle. 


3. The present investigation is based on 
a follow-up of 834 obstetric patients, from 
the date of delivery to 9 months later. One 
hundred and ninety-six (23.5 per cent) 
were lactating, 356 (42.7 per cent) were 
partly-lactating and 282 (33.8 per cent 
were non-lactating. 


4. A detailed analysis is given of the 
proportion of mothers re-establishing 
menstruation at stated intervals within the 
g months after delivery and this is further 
sub-divided to show the influence thereon 
of such factors as age of mothers, parity 
and presence or absence of lactation (Table 
III and Fig. 1). 


5. A study is also made of the regularity 
or irregularity of menstruation, once 
established after delivery, in its relation to 
lactation (Table IV). 


I am much indebted to Dr. John Hewitt 
for providing facilities for the follow-up of 
obstetric patients in his unit at the Royal 
Maternity Hospital. My thanks are also 
due to Dr. P. L. McKinlay for statistical 
advice and assistance. 
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Total 
28 so 262 
28 50 198 
2 a 2 10 
58 
(72.5) (90.2) 
16 10 6 32 
6 12 10 28 
298 164 542 
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MIXED mesodermal tumours of the cervix 
are sufficiently rare to be worthy of note. 
When they are entirely undifferentiated, 
is in the case reported below, it is not 
inusual for their true nature to be over- 
looked. 


CASE REPORT. A miultipara; aged 31 years, 
ittended the out-patient department on 14th 
December, 1948, complaining of soreness of the 
vulva, brownish-yellow vaginal discharge and a 
small reddish lump at the introitus, all dating 
irom i: days previously. Menstrual and obstetric 
uistories were both normal. 

Vaginal examination revealed a large polypoid 
tumour arising from the anterior lip of the cervix 
ind, as some doubt existed as to its nature, she 
was admitted on 4th January, 1949. 

[he polypoid mass was removed by diathermy, 
more radical treatment being deferred pending 
histological examination. 
Che pathology report read: 

Vacroscopfical. Polypoid tumour arising from 


the cervix. A mass of grape-like cysts 
measuring 5 by 4 by 1.5 cm. 

‘ Microscopical. Simple oedematous fibroid 
polypus.”’ 


As a result the patient was discharged from 
hospital and remained well until 2zoth May, 1949. 
From this date bleeding persisted after what was 
apparently a normal menstrual period, and she was 
once more referred by her doctor to the out- 
patient department. She was found to have 2 large 
polypi arising from the anterior lip of the cervix 
and was readmitted on 2oth June, 1949. 

The polypi were excised locally and submitted 
for histological study. They were reported as 
mixed mesodermal tumours. Total hysterectomy 
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and bilateral salpingo-o6phorectomy was performed 
on 29th June, 1949. 

The patient made an uneventful recovery and 
attended the Royal Cancer Hospital for a course 
of deep X-ray therapy. 

She remained in excellent health until 1st 
March, 1950, when she developed “ girdle ’’ pains 
around the upper abdomen and lower chest, 
gradually increasing in intensity. On 29th March, 
1950, she suddenly lost the use of both legs and, 
when admitted on 1st April, 1950, was doubly 
incontinent. 

On examination she was found to have a com- 
plete paraplegia at the level of D.6-7 and a mass 
was palpable in the pelvis above the vaginal 
vault, 

Exammation of the cerebrospinal fluid showed 
all the features of a Froin’s loculation syndrome 
and, in view of the sudden onset of the paraplegia, 
it was concluded that a small secondary deposit in 
the spinal cord or meninges had resulted in haemor- 
rhage with sudden compression of the cord. 

The patient's condition remained unchanged 
until 22nd May, 1950, when she became comatose. 
On the following day a number of purpuric 
haemorrhages appeared on the trunk and abdomen 
particularly along the striae gravidarum, She never 
again regained full consciousness and died on 28th 
May, 1950 


Morbid anatomy. The specimens consisted of 
2 cervical polypi measuring 5 by 2.5 by 3 cm., 
and 3.5 by 3 by 3 cm. respectively and were of 
rubbery consistency. Their surfaces were smooth 
and lobulated and completely clad in epithelium. 
The cut surfaces were of a greyish-brown colour 
mtermingled with white and translucent areas. 

Histology. Both polypi showed similar features. 
The basic cell type was a primitive mesenchymal 
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cell, an elongated cell with 2 or 3 processes. The cel! 
outline was indefinite and merged with the muci- 
nous matrix in which it was embedded. Transitions 
were seen to cartilage in places (Fig. 1), and to 
frank sarcoma in others. In the former the cells 
were arranged circularly and became more closely 
packed. This arrangement was referred to by 
Meikle (1936) as ‘‘ perichondrium.’’ The centre 
of this circular area consisted of fairly typical car- 
tilage—the transition from ‘‘ perichondrium ’’ to 
cartilage was almost imperceptible. 

Transition to frank sarcoma was more abrupt— 
the evenly spread mesenchymal cells passed 
suddenly into clumps of irregularly arranged cells 
with large hypochromatic bizarre nuclei. Mitotic 
figures were scanty but other criteria of malignancy 
were plentiful. Scattered throughout the tumours 
were small bundles of plain muscle fibres. Although 
especially looked for, no striated muscle was found. 

Both tumours were completely invested in 
a thin layer of normal stratified epithelium, which 
followed the folds of the tumour surface and 
apparently grew pavi passu with the tumour 
growth. Cervical glands, apparently perfectly 
normal, were seen opening on the surface epithe- 
lium and also cut transversely, embedded deeply 
in its substance. 

The section from the original tumour was 
reviewed, and was found to consist mainly of a 
myxomatous-looking tissue with small areas of 
frank sarcoma. The tumour was completely 
covered by normal squamous epithelium and 
showed included normal cervical glands (Fig. 2). 

There were no macroscopic abnormalities 
detectable in the operation specimen. The cervix 
was therefore cut into serial slabs 0.5 cm. thick, 
and a section from one of these showed a small 
nodule of residual tumour (Fig. 3). Although only 
measuring 0.5 cm. in diameter this showed islands 
of well-developed cartilage. The periphery of 
this nodule merged imperceptibly with the cervical 
stroma. 

Postmortem examination. The salient features 
at postmortem examination were the massive local 
recurrence and widespread dissemination by the 
blood stream 

The pelvis was filled with a soft, white, necrotic 
mass of tumour tissue which had invaded the 
bladder and rectum, the ureters and diac vessels. 
Both ureters were occluded by compression and 


were grossly dilated above the brim of the pelvis 
resulting in a bilateral pyonephrosis. The iliac 
veins and the lower third of the inferior vena cava 
were occupied by partially organized blood clot 
and tumour tissue which had invaded the vessel 
from without inwards. 

The liver was almost completely destroyed by 
a massive haemorrhage in each lobe; that in the 
right measuring 12 cm. and the left 8 cm. in 
diameter. Histological examination of the peri- 
phery of these haemorrhages showed a very small 
amount of undifferentiated tumour tissue. 

Both lungs showed multiple secondary deposits 
—these were firm, discrete, white nodules 1 cm. in 
average diameter and unlike other deposits were 
neither haemorrhagic nor necrotic. 

The azygos vein was thrombosed along the 
greater part of its length, and _ histological 
examination showed tumour tissue in the throm- 
bus. Deep to the spinal muscles at the level of 
D.6-7 and closely applied to the neural arches was 
a necrotic tumour mass 5 by 3 by 2 cm. No 
macroscopic extension to the spimal cord could be 
seen. It was thought that this mass arose by 
retrograde venous spread from the azygos vein, 
along the right posterior intercostal veins to the 
posterior external vertebral plexus. 

Histological examination showed the neural 
arch and vertebral body to be extensively 
infiltrated, while the underlying spinal arachnoid 
space was occupied by a crescent of blood clot 
(Fig. 4). 


COMMENTARY 

The histogenesis of mixed mesenchymal 
tumours was based on a cell rest theory by 
Lawen (1905). This theory is also 
favoured by Lebowich and Ehrlich (1941) 
and Ehrlich (1942), who regard the presence 
of striated myoblasts and one or more other 
mesodermal elements as essential for the 
diagnosis. There is no doubt that all 
degrees of differentiation may be present 
in tumours of this kind. There is equally 
little doubt that such tumours are identical 
in nature, behaviour, site of origin and 
histogenesis, varying only in the degree 
and type of differentiation achieved. 
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recorded one oi these 
was completely undif- 
malignant nature was 
histologically, radical 
undertaken on purely 
In 2 other cases encoun- 
undifferentiated tumours 


Jones (1928) 
tumours, which 
terentiated. Its 
never evident 
treatment being 
clinical grounds. 
tered elsewhere 


were unrecognized before recurrence. 
Metastases are, with very rare exceptions, 


undifferentiated, yet they are undoubtedly 

of similar nature to the primary tumour. 
In the case described the primary tumour 

was completely undifferentiated, the local 
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young children, the cervical during repro- 
ductive life, and the uterine in post-meno- 
pausal women. 

Is it not possible that with increasing age 
the tissues concerned lose their plasticity, 
only that of the uterus being retained in old 
age? 


I am indebted to the surgical staff at 
Chelsea Hospital for Women for use of their 
case notes; to Dr. Magnus Haines for his 
helpful criticism; and to Mrs. K. Norton, 
for photomicrographs. 


recurrence showed plain muscle and carti- 
lage, and metastases were again completely 
undifferentiated. 

It would seem most likely that these 
tumours arise from primitive connective 
tissue cells in the cervix which retain an 
unusual capacity for aberrant differentia- 
tion; a capacity exercised in varying 
degrees from case to case. 

It is well known that different sites are 
susceptible in different age groups: thus the 
vaginal mixed tumours occur in infants and 
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Section of recurrent tumour, showing transition of myxomatous 
tissue to cartilage. x 190 


Section of the primary tumour showing its undifferentiated 
structure x 50. 
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Residual tumour in cervix. Operation specimen 


Section of spinal canal showing invasion of 

the right posterior external vertebral plexus 

with extensions to the neural arches, spinal 
meninges and vertebral body 
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VESICO-URETHROLYSIS 
A New Operation for Stress Incontinence in Women* 


BY 
Joun H. Mutvany, F.A.C.S., F.R.C.S., M.R.C.P., M.R.C.O.G. 


THE large and varied number of operations' 
at present in vogue for the cure of stress 
incontinence in women by the suprapubic 
route will no doubt have caused many 
surgeons to ponder the mechanism of relief 
irrespective of the type of procedure em- 
ployed. All surgeons certainly will lay 
emphasis on some special feature of the 
particular operation favoured by them- 
selves, although all manoeuvres seem to in- 
clude the raising-up of the urethra or 
bladder-neck, or both. Formerly the writer 
employed a form of urethropexy in which 
the urethral bed was attached to the anterior 
layer of the rectus sheath by means of 2 or 
3 mattress sutures placed laterally and 
parallel to the urethra and tied with just 
sufficient tension to raise it about }-inch. 
It was thought that this type of suspension 
gave a mobile and more natural directional 
lie than that to be obtained by fixing the 
bladder-neck to the back of the pubic arch 
and to afford a more precise result than 
that likely to follow the employment of 
fascial strips which are subject to irregular 
fibrosis, contracture and atrophy. How- 
ever, the good results—albeit not too con- 
sistently so—claimed by all surgeons in 
spite of varied techniques prompted the 
writer to conclude that these operations 
succeeded by virtue of a factor which was 


* Expanded from a communication to the joint 
meeting of the Surrey Medical Society and King- 
ston Division of the British Medical Association, 
13th March, 1951. 


not the objective of the operation but 
merely coincidental toit. Itseemed strange 
that a stress incontinence should benefit 
from the raising of the bladder-neck or 
urethra when the cause of the trouble Jay 
in the inability of the sphincter to contract 
efficiently. It appeared more likely that 
the degree of mobility and freedom afforded 
to the sphincter area by the manipulations 
required to prepare the site approved for the 
insertion of the urethropexy or bladder- 
raising sutures permitted the sphincter 
muscle to retract and thereby to regain 
normal function. 

It was decided therefore to test this 
opinion on a severe case of stress incon- 
tinence and thus it was that a patient 
weighing 15 stones, with a mild prolapse 
and due for a vaginal hysterectomy and a 
repair had instead a total hysterectomy 
combined with a_ vesico-urethrolysis. 
Previously to operation, the patient had 
been continuously wet day and night for a 
period of 7 years. Following it, a rapid 
diuresis induced by the drinking of several 
cups of tea could be contained quite 
easily to the extent of a pint. At this 
meeting one of the patients who has had 
this operation, with a 15-years history of a 
most troublesome stress incontinence, has 
volunteered the information that she can 
hold her water from Io a.m. until 6 p.m. 
Nearly all, however, can hold a pint with 
facility. Since this episode, now over 
3 years ago, the operation has been per- 
formed in 58 cases with a lasting return to 
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normal bladder tunction in all. This 
consistently and uniformly good result has 
thus not only confirmed the view outlined 
above in regard to the mechanism of relief 
following the varied manipulations in the 
sphincter area but indicates also the need- 
lessness of any additional measures. 


The procedure to be described below, 
termed vesico-urethrolysis, is the reverse of 
the present-day type of operation which 
falls into the category of a vesico-urethro- 
pexy. It consists simply in the freeing of 
the urethra and bladder-neck from all peri- 
urethral and extra-vesical tissues which fix 
these structures to the pubicarch. As a 
preliminary it is of course essential to 
exclude a neurogenic bladder, malforma- 
tion or other mechanical abnormality. 
Exposure is by a transverse suprapubic 
incision unless slightly more exposure is 
required for an additional intra-abdominal 
manoeuvre such as a total hysterectomy, 
which may be undertaken at the same time. 
The freeing of the bladder, its neck and 
the urethra is done by a few sweeps of the 
finger and is carried down to the vaginal 
wall, so that the vesical sphincter is de- 
livered of those adhesions which appear to 
retain the muscle in a stretched and 
functionally ineffective position. Some- 
times the anterior and lateral pubo-vesical 
ligaments may require to be snipped in 
order to provide a freer relaxation of the 
sphincter area, a small arterial twig from 
the bladder occasionally requiring tying; 
but in general the operation is bloodless 
and no drainage is required. Gentleness is 
recommended as the bladder-neck is at 
times remarkably thin. With _ the 
manoeuvre completed, the urethra, defined 
by an in-dwelling catheter, the 
sphincter area can be grasped circumfer- 
entially except where attached below to 
the vaginal floor; and experience has 
shown that there is no need to proceed 
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further in the way of freeing these struc- 
tures. 

The operation thus achieves from above 
what a repair manages to do from below, 
that is, a degree of treedom of the vesical 
sphincter whereby it is enabled to retract 
and to regain normal power. It is particu- 
larly recommended for the obese or bron- 
chitic individual in whom the frequency of 
post-operative bronchitis increases the risk 
of recurrence and is no less successful after 
the failure of previous vaginal attempts. 
In the first instances, the writer used to 
confine the suprapubic route to those cases 
of stress incontinence requiring also an 
abdominal operation and the vaginal one 
for those in need of a repair, but the 
excellent results have prompted its employ- 
ment also in the early to moderate prolapse, 
especially if there should be a likelihood 
of future child-bearing, as in most cases 
it is the stress incontinence and not the pro- 
lapse which is the most prominent and 
troublesome feature. 

As an afternote to the meeting, there may 
be added the following incident which 
serves to indicate that other types of stress 
incontinence due to sphincter weakness but 
not related to parturition may also benefit 
from a_vesico-urethrolysis. 

A few days after the meeting, an 
approach was made by a doctor who had 
been present concerning an old lady of 73 
with a fractured neck of the femur who, 
about 5 months previously, had sustained 
a fall which had resulted in complete 
urinary incontinence. The doctor stated 
that, between the constant urination and 
her hip condition, the patient’s existence 
was miserable in the extreme. From the 
history and examination it was evident 
that the vesical sphincter had been ruptured 
and it was thus explained that a torn bladder 
muscle did not fulfil the conditions for which 
the operation had been devised. However, 
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in the end, the persistent pleadings of both 
doctor and patient decided a trial although 
only on the understanding that not even a 
shred of benefit could be guaranteed. 
Nevertheless, it was hoped that at opera- 
tion some form of repair or other plastic 
manoeuvre which might lead to improve- 
ment would be possible: but at the time it 
vas seen that the bladder neck was so thin 
and weak that the application of even the 
slightest form of suture ran a great risk of 
urinary fistula formation. Nothing, there- 
fore, further than a routine vesico-urethro- 
lysis was carried out; but, surprisingly 
enough, the following morning, success 
was announced—the patient’s bed had 
been dry since operation. Further obser- 
vation, however, showed that complete 
recovery had not been obtained, as 


precipitancy was present and required the 
opportunity tor immediate voidance: but 
this story is quite a different one to that of 


complete incontinence and the patient is 
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very Satisfied. Therefore, stretched and 
atrophic as was the sphincter, the operation 
provided sufficient relaxation: to allow of a 
good deal of recovery. Experience is still 
required to decide to what extent the scope 
of the operation may be enlarged beyond 
that of the simple post-parturitional stress 
incontinence; but, on the basis of the 
mechanism of relief which operates, the 
possibility of its employment in forms of 
disturbance due to simple sphincter weak- 
ness or to organic states, such as spina 
bifida occulta, cannot be discounted. 


SUMMARY 


A simple operation, vesico-urethrolysis, 
for the cure of stress incontinence in women 
is described. In a series of 58 cases, ex- 
tending over a period of 3 years, bladder 
function was restored to normality in all by 
the operation and the improvement has 
since continued unchanged. 


q 
= — 


A CASE OF CONJOINED TWINS * 
BY 


E. E. Rawuincs, M.D., M.R.C.O.G. 


Obstetrician and Gynaecologist, Hope Hospital, Salford 


Tue literature contains numerous reports 
of cases of conjoined twins, but in many ot 
them the details of the delivery are very 
sketchy. It is this aspect which is con- 
sidered below, together with an anatomical 
note. 

The patient, aged 28 years, was admitted 
to hospital when 3 months pregnant, with 
symptoms of a threatened miscarriage. 
She had been married for 4 years; her only 
other pregnancy terminated in a miscar- 
riage (at 3 months) in January 1949. The 
expected date of confinement was 27th 
May, 1950. The bleeding subsided with 
rest in bed and she was allowed home after 
10 days with instructions to attend the ante- 
natal clinic. 

X-rays later in pregnancy confirmed the 
clinical diagnosis of twin pregnancy, other- 
wise the pregnancy was uncomplicated. 
The patient’s aunt on her father’s side was 
a twin, the only one in the family. 

On 3rd May, 1950, about 3 weeks before 
the calculated term of pregnancy, the 
patient was admitted to hospital to await 
delivery. Labour commenced with vague 
pains on the morning of rgth May. The 
foetal heart sounds, which had been loud 
and regular, became inaudible soon after- 


* Read at a meeting of the North of England 
Obstetrical and Gynaecological Society, held in 
Manchester, on 24th November, 1950 
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wards and were not heard subsequently. 
The first stage progressed slowly to full 
dilatation of the cervix at 7.0 a.m. on 21st 
May. presenting part slowly 
advanced and was delivered as a face 
presentation (mento-anterior) at 9.30 a.m. 
As there was no further advance of the first 
twin, in spite of traction, she was examined 
under general anaesthesia. The diagnosis 
was now clarified as a band of union 
between the twins could be felt. An arm 
belonging to the second twin was lying in 
the vagina; and this was pushed upwards 
out of the pelvis. 

Twin one could now be delivered by 
traction on the head and after birth 
lay straddled across the mother’s peri- 
neum, with its head towards the mother’s 
left side, its feet on the right side and its 
abdomen across the vulva. At this stage 
twin two was lying obliquely with the 
abdomen presenting, its head in the left 
iliac fossa and the breech, at a higher level, 
on the mother’s right. The union between 
the twins appeared sufficiently flexible to 
warrant an attempt at delivery without 
dividing the bond of union, thus conserv- 
ing the specimen. Accordingly, internal 
cephalic version was performed and twin 
two extracted with forceps, with surprising 
ease. The uterus was now explored to 
exclude laceration of the lower segment 
and a large single placenta was removed 
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Dissection of part of the umbilical cord to display its four 
vessels—two arteries and two veins 
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A CASE OF CONJOINED TWINS 


manually. Postpartum bleeding was not 
excessive. The puerperium was uncompli- 
cated. The single placenta weighed 1 
pound 15 ounces (0.9 kg.). There was one 
chorion and one amnion. The combined 
weight of the twins was 103 pounds 
(4.8 kg.). 

The diagnosis was made at the usual 
time, viz., when delay in the second stage 
of labour warranted investigation. The 
X-ray taken during pregnancy, when ex- 
amined carefully after delivery, gave no 
indication of the true diagnosis. The twins 
appeared to be facing each other but the 
heads were on different levels. 

It has been claimed that the diagnosis 
may be made radiologically, because in a 
double monster the two heads are at the 
same level, whereas this does not occur in 
an ordinary twin pregnancy. However, as 
the present case shows, when the union is 
very flexible, the heads may well be at 
different levels. A diagnostic point, which 


is stated to be of help, is the presence on 
vaginal examination of limbs not covered 
by intact membranes in excess of the 


number expected for a single foetus. This 
presupposes that the second sac does not 
rupture before the first twin has been 
delivered. However, Finlaison (1950) has 
reported 2 cases where this actually 
occurred. Birnbaum and Blacker (1912) 
quote 119 cases described by Hole, with 
73 spontaneous deliveries, and 49 cases 
recorded in the Transactions of the Obstet- 
rical Society of London, with 23 sponta- 
neous deliveries, making a total of 168 
cases with 96 spontaneous deliveries, i.e. 
57 per cent. 


ANATOMICAL NOTE 
The type of junction (Fig. r) places it in 
the subgroup Omphalopagus of Hirst and 
Piersol (1892), or Thoracopagus of 
Schwalbe (1907). The thoracopagic variety 
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ot so-called ‘‘Siamese Twins’’ (the 
Chinese prototypes were an example of 
Xiphopagus) is perhaps the commonest 
type of duplicitas. Ysander (1924) in his 
monograph recorded 268 reports from the 
literature up to 1922, while Mortimer, 
Kirshbaum and Fields (1941) have added 
a further 63 subsequent references to speci- 
mens. The latter workers reported an 
incidence of 2 in 82,000 births in their own 
series. Mudaliar (1930) found 4 cases in 
25,000 births. 

The condition was not unknown to the 
writers of antiquity, though it is doubtful 
whether Aristotle clearly recognized this 
type of monstrosity, and of course much of 
the literature of the earlier centuries of the 
Christian era is obfuscated by superstition 
and exaggeration. Hirst and Piersol (1892), 
however, quote records of a case of 
Thoracopagus unsuccessfully separated 
at Constantinople as long ago as A.D. 945. 
Paré (1582) has a figure of the condition 
in his Opera, but this appears to have been 
copied from earlier sources. Lycosthenes 
(1557) and Licetus (1665) were aware of 
such cases, and the latter’s work contains a 
figure of one and references to mediaeval 
observations. 

With the work of Geoffroy St. Hilaire 
(1882) the systematic study of monsters 
may be said to have begun, and his Adlas 
of Anomalies (1832) contains a_ plate 
depicting some anatomical details of 
a Xiphopagus. Meckel (1815) published 
a commentary upon the anatomy of dupli- 
citas. The succeeding years have added 
few detailed anatomical studies, reports 
having been usually limited to external 
appearances, dystocia, and the state of the 
placenta and cord. 


External Appearances. 

Both twins were well formed and sym- 
metrical. The C.R. dimensions were 14 
and 16 inches. There were no deformities 
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of the limbs, head and neck, or external 
genitalia. Both testes were fully descended 
into the scrotum in each individual. The 
junction was by means of a rounded 
bridge of skin-covered soft tissues extend- 
ing from just below both xiphoid processes 
to the umbilici, which were both involved. 
X-ray showed no bone in the junction, the 
lower half of which was torn open when 
first seen (Fig. 1). It had consisted of a 
thin, semi-transparent membrane, which 
comprised little more, histologically, than 
peritoneum and connective tissue, the 
external epithelium being unidentifiable, 
perhaps owing to postmortem changes. 
Through the rent, to one side of which was 
attached a single umbilical cord, protruded 
most of the conjoined liver and parts of 
both small intestines. It seemed probable 
that, prior to delivery, the difficulties of 
which could easily have resulted in the 
tear, the junctional tissues were covered by 
normal skin in their upper circumferance 
and by a thin, probably transparent mem- 
brane below, with which the cord was 
continuous. The prolapsed _ intestines 
could be pushed back into their respective 
abdominal cavities, but the fused hepatic 
mass could not be so reduced. 


Internal Appearances. 

Both intestinal tracts were removed 
from cardia to rectum. They were com- 
pletely separate, apparently normal and 
contained meconium. The liver was re- 
moved for examination. It was a common 
organ and lay partly in the junctional 
region, partly in both abdominal cavities, 
which freely communicated below it. Its 
shape and configuration were grossly 
abnormal (Fig. 2). Two umbilical veins 
entered a deep fissure on the inferior aspect, 
upon which lay 2 gall-bladders, whose 
ducts led towards 2 distinct hila, consisting 
of the usual 3 vessels—hepatic artery, 
portal vein, and common bile duct. The 
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remaining viscera were normal, as Wer 
the great vessels of the abdomen. A single 
umbilical artery from the cord, passing 
into each twin, subdivided as it turned 
down behind the abdominal wall to end in 


the internal iliac arteries in the usual 
manner. 
The umbilical cord thus contained 2 


veins and 2 arteries (Fig. 
described above. 


3), distributed as 


After removal of the abdominal viscera 
2 complete diaphragms were visible, and 
there was evidently no inter-thoracic com- 
munication. To leave the specimen as little 
disturbed as possible for exhibition, only 
one thorax was opened to examine its 
contents. Apart from the unexpanded state 
of the lungs and a rather large thymus, the 
thoracic contents were normal. In par- 
ticular, the heart was, of course, in no way 
in communication with that of the other 
individual. 

The nervous system was not examined. 

The chief interest of this specimen, in 
comparison with those of previous 
anatomical accounts, resides in the high 
degree of separation, rather than of fusion. 
In most cases not only are the livers fused, 
but also the intestines commonly join 
bevond the pylorus or remain a single tube 
almost as far as the caecum, as found by 
Routh (1900), Kamann (1903), and many 
subsequent observers. Moreover, very 
many specimens have displayed some 
degree of communication between the 
thoracic and pericardial cavities, the hearts 
frequently being united in a common 
organ with anomalous and _ defective 
chambers. Typical cases have been des- 
cribed by Mudaliar (1930), Shaw, Drum- 


baugh and Novey (1934), and Forbes 
(1938). The lungs, as in the present 


specimen, have usually been unaffected. 
The placenta and cord have almost 
alwavs been single, as would be expected 
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A CASE OF CONJOINED TWINS 


from the widely accepted uniovular origin 
of such twins. The umbilical vessels have 
been observed in great variation in cases 
ot duplicity, there having been sometimes 
4 arteries and 2 veins, as in the specimen 
reported by Shaw et al. (1934), or I vein 
and 4 arteries, as in Mudaliar’s case (1930). 
Messinger and Shryock (1943) found 2 
arteries and 2 veins, as in the present 
report. Cords containing 2 arteries and I 
vein have been noted in thoracopagi by 
Merger (1937), Forbes (1938), and Foster 
(1948). 


The authors wish to acknowledge the 
kindness of Professor G. A. G. Mitchell for 
use of the facilities of his department. 
Thanks are due to Mr. P. Howarth and 
Mr. H. Gooding for technical assistance 
with the photographs. 
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THE EFFECT OF CONGENITAL ABNORMALITIES OF THE 
UMBILICAL CORD AND PLACENTA ON THE 
NEWBORN AND MOTHER 
A Survey of 5,676 Consecutive Deliveries 
BY 
ALBERT A. EARN, M.D., M.Sc. 


rom the Departments of Pathology and Obstetrics and Gynaecology, 
University of Manitoba, Winnipeg, Canada 


CONGENITAL abnormalities of the human tollowing survey of 5,676 consecutive 
umbilical cord and placenta may result in deliveries during 1946, 1947 and 1948 at 


% significant complications during labour. the Winnipeg General Hospital was made 
4 The ill-effects are predominantly upon the in order to demonstrate the frequency and 


newborn—less common maternal mor- nature of these abnormalities and compli- 
bidity and mortality may result. The cations. 


| 
Lengths and Looping of 5,507 Umbilical Cords 
Umbilical cords divided into groups according to lengths 


Group: 1n inches 15-20 21-25 26-30 31-35 336-40 41-45 40-50 3951-55 
ncm (22.5 (37-5- (5§2-5- 95.0 (77-5 (90.0 102.5 (115.0 (127-5- 
35-0) 50.0) 62.5) 75-0) 87.5) 100.0) 112.5) 125.0) 137-5) 
Number of cords in 
xroup 117 1085 2292 1 337 491 149 7 3 
Number as a per 
| centage* 2 19 41 25 9 3 —- I 
: 1,272 or 23 per cent of 5,567 umbilical cords show lwoping. (See Table TIT.) 
| Number in group 
looping or f 155 423 157 63 22 
Percentage* in group 
looping 5 14 l4 29 35 43 61 go 


Percentage to nearest whole number 


Cous in 1,272 Looping Cords 
\ mbilical Cords divided into groups according to length 
Grou! in inches 14 15-20 21-25 26-30 31-35 30-40 41-45 40-50 51-55 
in cm. 22.5 (37-5 (52.5- (65-5 77-5 (9O.¢ 102.5 115.0 (127.5- 
35-4 50.0) 62.5) 75-0) 57.5) 100.0) 112.5) 125.0) 137-5 
Total 
cords 
single 1103 140 492 395 140 9 5 
Double 133 30 34 30 4 2 
rriple oO I 7 5 8 6 I 
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TasBLe IV 
Cord Insertion of 5,412 Placentas 


Vela- 


Marginal 
15 
1 in 0.0 


* Percentage to 


Looping of the cord was the commonest 
abnormality. It occurred in 23 per cent 
of all the cords. Sixty-six per cent of all 
the cords were 21 to 30 inches (52.5 to 75 
cm.) long, while the foetuses in this group 
had a crown-heel length of 19 to 20 inches 
(47.5 to 50 cm.). Looping occurred in 14 
to 29 per cent of this group. 

The incidence of looping increased in 
proportion to the length of the cord. 
Thirty-eight per cent of cords were over 25 
inches (62.5 cm.) in length and I per cent 
were 41 to 55 inches (102.5 to 137.5 cm.) 
in length. Ninety per cent of all cords 46 
to 55 inches (115 to 137.5 cm.) showed 
looping. 

A single coil was present around the 
foetal neck in 87 per cent of the cords show- 
ing looping. Four infants (0.3 per cent) 
had the loop around the trunk. As many 
as 8 coils occurred around the neck in one 
case and produced asphyxial death in the 
infant. Looping was of no clinical signifi- 
cance except on this occasion. 

On the average the cord was 5 to 10 
inches (12.5 to 25 cm.) longer than the 
crown-heel length of the infant. 

Short cords 14 inches (35 cm.) or less 
occurred in 2 per cent of cases. Of these 
foetal asphyxia developed in 7 per cent 
while postpartum haemorrhage was 
associated in 2 per cent. 

Long cords prolapsed 4 times with death 
of the foetus in 3 cases and survival in the 
remaining case. 

Marginal insertion of the cord was found 
in I5 per cent of the placentas and 
‘elamentous insertion in 1 per cent. 


mnentous 


I in 100 


Eccentric Central 
56 28 
1in 1.8 I in 3-5 


nearest whole number 


Eccentric insertion occurred in 50 per cent 
of all placentas. It was twice as common 
as central insertion of the cord. 

Post-partum haemorrhage was associ- 
ated with velamentous insertion of the cord 
in 28 (52 per cent) of the 54 cases. In1I 
case, a velamentous vessel ruptured in 
utero causing exsanguination and death of 
the foetus during labour. 

True knots of the cord occurred in 3 
cases in each of which the cord was 41 
inches (102.5 cm.) in length. A single true 
knot was associated with foetal asphyxia 
and foetal death in one case; the remaining 
2 cases, one showing a double and the other 
a triple knot, were unattended by compli- 
cations. 

TaBLe V 
Placentas im Plural Births 


Total confinements 
Total plural births 


Incidence twins: 
(2 per cent) I in 50 
Incidence triplets : 
(0.07 per cent) 1 in 1419 
Ratio of Twins: 
Binovular, 86: Uniovular, 28 


Ratio of binovular placentas: 
Fused, 65; Separate, 21 


Tas_e VI 
Placental Abnormalities 
Total deliveries (Year 1948) 1,826 
Accessory Placentas : 
5, Or I in 365, or % of 1 per cent 
Circumvallate placentas: 


10, Or 1 im 183, or 1; of 1 per cent 


Accreta or membranacea Oo 
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CONGENITAL ABNORMALITIES OF THE UMBILICAL CORD AND PLACENTA 


The incidence of twins was I in 50, 
triplets 1 in 1,419. Binovular twins were 4 
times as common as uniovular. Fused 
placentas were 3 times as common as 
separate placentas in binovular twins. 

Uniovular twins had 2 separate amniotic 
sacs. The birth of uniovular twins in a 
single amniotic sac did not occur in this 
series. 


Placental circulations were anastomosed 


in uniovular twins and were separate in 
binovular twins possessing a_ single 
placenta. 

Accessory placenias only included 
succenturiate lobes over 2 inches (5 cm.) in 
diameter and occurred once in 365 cases, 
or 0.25 percent. Postpartum haemorrhage 
followed partial retention of accessory 
lobes in 3 cases. Low implantation of a 
bilobate placenta was mistaken fora central 
placenta praevia and treated as such in I 
case. 

Circumvallate placentas were associated 
with premature labour and delivery in 7 of 
ro cases. The other 3 cases delivered at 
term. 


SUMMARY 


A. Umbilical Cord Abnormalities. 

All complications due to cord abnor- 
mality were due directly or indirectly to 
asphyxia. Foetal death was associated 
with the following abnormalities : 


1. Looping of the cord. 
2. Prolapse of a long cord. 
. Short umbilical cord. 
Ruptured velamentous vessel (exsan- 
guination asphyxia). 
5. True knots. 


B. Placental abnormalties. 

1. The incidence of plural births is given. 

2. Retained  succenturiate placentas 
caused immediate or delayed post- 
partum haemorrhage. 

3. Low implantation of a _ bilobate 
placenta was mistaken for a central 
placenta praevia. 

4. Uniovular twins had two amnions; 
none was monoamniotic. 

5. Placental circulations were anasto- 
mosed in uniovular twins and 


separate in binovular twins with a 
single placenta. 

6. Circumvallate placentas were associ- 
ated with premature delivery. 


The author wishes to thank Professor 
D. Nicholson, Director of the Department 
of Pathology, and Professor F. G. 
McGuinness, Director of the Department of 
Obstetrics and Gynaecology, and _ their 
colleagues and Resident Staffs for en- 
couragement, assistance, advice and 
co-operation during the various investi- 
gations on the placenta. 
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TWIN PREGNANCIES IN A 


AN interesting case history of successive 
and successful twin pregnancies in a 
Rhesus-negative woman with antibodies is 
reported : 


Mrs. M. D., aged 38 years, had had one child 
in 1942. This was a normal delivery, the child 
being alive and well. Since then she had had 3 
miscarriages, the causes being unknown, the latest 
occurring in 1946. In 1947 she had an anterior 
ind posterior colporrhaphy performed. 

She first came under observation here at the 
intenatal clinic, giving her last menstrual period 
some time in May, with a ‘‘ show ’’ in June 

Routine investigations showed that she was 
Rhesus-negative group A, while her husband was 
Rhesus-positive, genotype Rhrh, group O. The 
Kahn reaction was negative 

During the pregnancy she had some mild 
toxaemia and appeared large for her dates. X-ray 
examination confirmed that she had a twin preg- 
nancy. 

Examination of her blood during pregnancy 
showed a rise in antibody titre: 


On February 1st, 1949, antibody titre 1 in 8 


Sth, £m 

15th, , in 128 

22nd, I in 512 
March ,, I in 1024 


Owing to the uncertainty of her dates, and as a 
twin pregnancy had been diagnosed, it was difficult 
to assess maturity of the foetuses, so as the husband 
was heterogenous no attempt at premature delivery 
was made. The only treatment was Methionine, 
gr. 0.5 daily, from December 1948. 

She went into labour spontaneously on 4th April, 
1949. The first child was a vertex presentation, 
ind was a male. The liquor amnii was noted to 
be of a mustard colour. The cord blood showed 
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RHESUS-NEGATIVE WOMAN 


M.M.5.A., M.R.C.O.G. 


i haemoglobin level of 124 per cent and no ery- 
throblasts were seen. The second child presented 
by the breech, and was a female. The liquor 
imnii appeared normal and the cord blood showed 
i level of 130 per cent haemoglobin and no ery- 
throblasts were seen 

Twelve hours after delivery the peripheral blood 
was examined by the pathologist who reported : 

Male child, haemoglobin 112 per cent, no normo- 
blasts seen in roo fields. 

Female child, haemoglobin 132 per cent, 31 
normoblasts and 6 erythroblasts seen in 100 
tields 

Haemoglobin and films of peripheral blood were 
examined daily for the first week. The haemo- 
globin percentage in the male gradually dropped 
to 104 per cent; in the female it remained above 
130 per cent with occasional normoblasts seen in 
each child’s blood. By this time the report on 
the Rhesus factor was received and the girl was 
Rhesus-positive and the boy Rhesus-negative. 
Both children progressed satisfactorily and were 
fully breast-fed on discharge from hospital. 

In March 1950, Mrs. M.D. again reported to the 
intenatal clinic with her last menstrual period 
7th October and estimated date of delivery 14th 
July, 1950 
The reports on the blood antibodies were: 


March 7th, 1950, antibody titre 1 in 6 


May 2nd, ,, . 2 in 256 
June 2oth, , » I mM 512 


She was again given Methionine gr. 0.5 and again 
i twin pregnancy was found. 

On 3rd July she went into labour, the first child 
i male, presenting by the vertex, the second, a 
female, presenting by the breech 

No discoloration of either liquor was noted and 
owing to the house surgeon’s inexperience the cord 
bloods were not examined for haemoglobin levels 
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TWIN PREGNANCIES IN A RHESUS-NEGATIVE WOMAN 


or immature cells. The peripheral blood some 
2 hours after delivery showed: 
Male (Patrick): 139 haemoglobin, 
1 normoblast seen in counting 300 white cells. 
Female (Mary): 137 per cent haemoglobin, 3 
normoblasts seen in counting 300 white cells. 
Daily estimations showed both haemoglobin 
levels slowly dropping until, on 11th July, Patrick’s 
was 106 per cent and Mary’s 94 per cent, but by 
this time the Rhesus factors had been reported as 
Patrick, Rhesus-positive; Mary, Rhesus-negative. 
Both children progressed satisfactorily. 


per cent 


The interesting points which emerge are 
that, in spite of a high and rising antibody 
titre, the Rhesus-positive child showed a 
slower fall in haemoglobin level and in the 
first case a higher initial level than the first 
child, while none of the 4 children showed 
more than a slight physiological ’’ 
jaundice. There was also a strange dis- 
crepancy in birth weights between each 
pair of twins, with similarity of labour, but 
the Rhesus factor was not related to the 
birth weight. 


SUMMARY 


First twin labour: 


First child, vertex, male, 
6 pounds 4 ounces (2,775 g.). 
negative. 


weight 
Rhesus- 


Second child, breech, female, weight 
3 pounds 14 ounces (1,660 g.). Rhesus- 
positive. 


Second twin labour: 


First child, vertex, male, weight 


Rhesus- 


6 pounds 3 ounces (2,750 g.). 
positive. 


Second child, breech, female, weight 
4 pounds 4 ounces (1880 g.). Rhesus- 


negative. 


My thanks are due to Dr. Potaschmacher 
for the numerous pathological investiga- 
tions. 
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Tuis foetal abnormality was first described 
by Saint-Hilaire 115 years ago. The 
definition of iniencephalus is ‘‘a foetus 
with a fissured occiput and protruding 
brain.’’ The chief characteristics are: (1) 
deficiency of the occiput in the region of the 
foramen magnum, (2) foetal retroflexion, 
(3) spina bifida. The condition is sub- 
divided into iniencephalus clausus, 1.e. 
with no rachischisis, and iniencephalus 
apertus when there is a degree of spina 
bifida. In 1939, Brodsky. reviewed the 
literature and reported 57 cases of inien- 
cephalus. Since then, Paterson reported 4 
cases in 1944, Dastur Ir in 1947, and 
Osborne 2 in 1948. 

The following is a report of 2 turther 
cases: 

Case 1. Mrs. M. F., aged 23 years, para 0, was 
idmitted to South Shields Maternity Hospital on 
21st November, 1944, at term, when she was early 
in labour. There was nothing relevant in her 
previous medical history; the pregnancy had been 
uneventful. On admission, the vertex presented, 
and she had a spontaneous delivery after 14 hours. 
She had a normal 3rd stage and puerperium. 

The child, a female, weighed 7 pounds 1 ounce. 
She showed multiple abnormalities—extension of 
the head, exomphalos, double hare lip, cleft palate, 
bilateral talipes, accessory digits on both hands, 
and X-ray (Fig. 1) demonstrated a deficiency of the 
occiput, 

The child lived for 36 hours, when it became 
very cyanosed and died. A postmortem was 
not performed. 


CasE 2. Mrs. C. McC., aged 32 years, was 
referred to the South Shields Maternity Hospital 
Antenatal Clinic on oth September, 1950, on 
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account of hydramnios. She had had 3 previous 
pregnancies, the last 2 being complicated by pre- 
eclampsia. Labour in each case was normal and 
the children were alive and well. She had been 
having treatment for ‘‘anaemia ’’ for some years. 
She stated that her abdomen had increased in size 
fairly quickly during the last fortnight. 

On examination her general condition was poor. 
She was dyspnoeic, pale and listless. She had 
oedema of the ankles; blood pressure 100/82 
mm. Hg; urine clear. Systemic examination 
revealed no abnormalities apart from anaemia. 
The fundus was the size of a full-time pregnancy, 
although the period of gestation was calculated 
to be 28 weeks. There was gross excess of liquor. 
Foetal movements were felt and a foetal heart was 
heard. 

Admission was arranged for 16th September, 
1950. On arrival at the hospital she stated that 
she had last been aware of foetal movements 6 
days previously, i.e. the day following her first 
visit to the hospital. A foetal heart could not be 
heard on this occasion. 

Investigation of the peripheral blood revealed 
marked iron-deficiency anaemia; Hb 36 per cent, 
ted blood corpuscles 2,500,000 per c.mm., white 
blood corpuscles, 5,900 per c.mm.; film-marked 
hypochromasia, anisocytosis and _poikilocytosis. 


” 


Large doses of terroredoxon were commenced and a 
blood transfusion of 2 pints of A Rh positive 
compatible blood were given. The blood picture 
rapidly improved with great symptomatic relief. 

X-ray examination on 19th September showed 
extension of the foetal head and cervical spine. 
The presentation was a breech. During the follow- 
ing week the amount of liquor amnii appeared to 
decrease. The foetal heart was never heard, and 
the patient felt no foetal movement. 


Labour. On 27th September labour commenced 


spontaneously and progressed slowly. The mem- 
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TWO CASES OF INIENCEPHALUS 


branes ruptured after 10 hours. The breech 
appeared asa footling after 13% hours, when it was 
noted that there was a flaccid paralysis of limbs 
and trunk. To the surprise of all present there was 
no sign of maceration, the cord was pulsating 
strongly, and the apex beat was palpable. There 
was no attempt at respiration. After 1 hour in the 
3rd stage, the placenta was showing no signs of 
separation. The patient’s general condition was 
good and there had been no blood loss. Manual 
removal of the placenta was performed. The 
puerperium was uneventful, 

The postmortem report on the child was as 
follows: 

‘‘ Body of a congenitally deformed female child 
weighing 4 pounds 10 ounces with gross hyper- 
extension of the cervical spine. The front of the 
chest runs up to the chin in a straight line erasing 
the normal neck folds. Right talipes. Heart 
normal; abdominal organs normal. Spina bifida in 
lumbar region leading imto the extra-dural space. 
Apart from this, lumbar and sacral vertebrae 
apparently normal. Above this the dorsal verte- 
brat become increasingly small and the cervical 
vertebrae which are acutely extended at an angle 
of go degrees to the thoracic vertebrae can barely 
be distinguished. The cervical and upper dorsal 
vertebrae to about level thoracic 9 have no pos- 
terior parts. The roof of the spinal canal is formed 
by the occipital bones which are fused with the 
lateral parts of the bodies of the cervical and upper 
thoracic vertebrae. 

Cause of death: Intencephaly.’’ 


DISCUSSION 

A study of the cases reported reveals no 
common factor operating during the preg- 
nancies. The maternal age varies from 20 
to 42 years, and the parity from o to Ir. 
Hydramnios was noted in 14 of the 66 
cases. The gestation period varied from 6 
months to term. 

The labours in these cases have been on 
the whole remarkably uneventful. Difh- 
culty in delivery is only commented upon 
as having occurred in 8 of the 66 reported 
cases. This is most surprising, considering 
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the foetal attitude and the almost invari- 
able enlargement of the sub-mento- 
bregmatic and occipito-frontal diameters 
which Brodsky found in his series. This 
may be balanced by the fact that the 
transverse skull diameters were in most. 
cases sub-normal; the average foetal weight 
is also low—4 pounds to 6 pounds—but 
Dorland (1925) reports one of 9 pounds 6 
ounces which caused extreme dystocia. 

The commonest presentation appears to 
be the breech. 

The sex incidence in the cases reported 
shows a preponderance of females—48 
female, 6 male and 12 unspecified. 

In 80 per cent of the recorded cases other 
deformities than those characteristic ot 
iniencephalus co-existed. The commonest 
was talipes, and a diaphragmatic hernia 
was present in Io. 

Only 7 of the reported cases showed any 
sign of extra-uterine life, and many were 
macerated on delivery. In the second case 
reported here the patient ceased to feel 
foetal movements 17 days before delivery, 
movements previously having been normal. 
In spite of this there was still pulsation in 
the cord and the apex beat was palpable on 
delivery. 


It is suggested that the extreme angula- 
tion of the vertebral column in the cervical 
region caused compression of the spinal 
cord with subsequent paralysis of the limbs, 
resulting in the abrupt cessation of move- 
ments. 


Iniencephalus is a _ rare condition. 
Perhaps, if each case which occurred was 
reported, the incidence would be found to 
be higher. Osborne reported an incidence 
of r in 1,730, and Paterson 1 in 896. 
During the interval between the 2 cases 
in this hospital, there have been 4,444 
deliveries, with an incidence of 1.39 per 
cent of foetal abnormalities as a whole. 


$04 


I wish to thank Mr. T. G. Robinson for 
permission to publish these cases from 
his unit; also to thank Dr. Shannon for his 
pathological report, and Dr. Waddington 
for the radiological reports. 
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BASAL-CELLED CARCINOMA OF THE VULVA 
BY 
J. G. THurston, M.B., M.R.C.O.G. 


Gynaecological Registrar 
North Gloucestershire Hospital Group 


THE tollowing is a report of a case of a 
rodent ulcer occurring on the vulva and 
seems worth recording because of its com- 
parative rarity in this situation. 


Case HIsTORY 

A married woman, aged 61, was referred to the 
gynaecological clinic on 4th February, 1949, on 
account of prolapse. She had had 2 children, 
28 and 25 years previously. 

Past history. In 1931 she had total hysterec- 
tomy for chronic cervicitis and in 1932 partial 
vulvectomy for chronic irritation, No records of 
these operations were obtainable. 

When first seen she was very loath to undergo 
a repair operation and it was found that a vul- 
canite pessary controlled her prolapse 
adequately. She was seen again 6 months later 
in August 1949, when she was complaining of a 
tiny area on the right labium majus, where she 
said she had had a prickling sensation for the past 
month. There was a soft nodule the size of a 
No. 6 lead shot in this area, lying in the skin but 
not attached to the deeper tissue. As it was quite 
soft it was thought to be a small sebaceous 
retention cyst It was decided to see her at regular 
intervals so that any change in its apparent 
character could be observed. Seven months later, 
m March 1950, the nodule had enlarged to the size 
of a split pea, but was still soft. In June 1950, 
although no larger, it had developed a raised, 
rolled, everted edge and it was decided to perform 
a local excision. 

The nodule was excised down to the superficial 


ring 


fascia including an inch of normal tissue surround- 
ing it. 

Pathological report. This is a basal-celled car- 
cmoma (rodent ulcer) of low malignancy. (Figs. 1 
and 2.) 


Comment. In an extensive review of 
this comparatively rare condition Wilson 
(1941) reported 4 cases and was only able 
to find a further 23 cases in the literature. 
He considers that wide local excision is the 
treatment of choice and this opinion is sup- 
ported by Berman (1941) who has reported 
a further 4 cases. Irradiation and electro- 
cautery have, however, both given good 
results. 

Wilson, in his collected series, found that 
the mortality-rate from the tumour itself 
was as high as 36 per cent over a 5-year 
period. This high rate, although not as great 
as that for squamous-celled carcinoma of 
the vulva, should nevertheless give the 
surgeon a healthy respect for this type of 
tumour. 


I wish to thank Mr. H. A. Hamilton, 
Gynaecologist, Gloucester Royal Hospital, 
for permission to describe this case. 
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La Sténlité Involontaire.’’ By Raout PALMER, 
M.D., Masson et Cie., Paris, 1950. Pp. 494: 
price 1,600 fr. 


[HERE are still gynaecologists who take their 
responsibilities very lightly when confronted with 
a case of involuntary sterility. For these and for 
those who have at heart the welfare and happiness 
of their patients I can, without favour, earnestly 
commend this volume of nearly 500 pages. Dr. 
Palmer is one of the recognized authorities of 
France and has fulfilled his purpose most 
adequately Indeed, he not only contrrbutes 
results obtained and observations made in col 
laboration with Professor Mocquot, Dr. Moricard, 
Dr. Pulsford and a host of other collaborators, but 
more important, gives us his own personal views 
and findings in private and consultative practice, 
whilst working with his wife, who is also an 
emiment gynaecologist. 

The first part of the book is devoted to those 
methods of diagnosis and investigation which have 
been found most valuable in the male as well as 
the female. The second part is devoted to treat 
ment and in no published book is there a clearer 
or fairer description of diagnosts and treatment, 
with always the personal rather than the mass view 
of the subject. Of course there are those like the 
reviewer, who have tried coelioscopy both through 
the abdomen and the pouch of Douglas, and still 
cannot be convinced that this approach, so strongly 
advocated by its pioneer, is anything like so 
valuable as an exploratory laporatomy, but these 
personal views do not minimize the fact that Dr. 
Palmer and his wife as a result of hundreds of 
coelioscopies believe that this method has a 
growing place in the diagnosis of certain types of 
sterility. They give the detail with excellent 
illustrations and tabulate their results. 

It is imteresting to observe that the author is 
couvinced that a proper study of hypoplasia, ovula 
tion and the cervical mucus will furnish the key 
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to many outstanding problems of infertility, and 
in this connexion he quotes a Parisian maxim: 
‘la vulve est le miroir de l’ovaire.”’ 

French gynaecologists are against the intra- 
cervical application of any caustics, preferring 
when needed the use of vaginal pessaries or intra- 
or extracervical injections of penicillin with or 
without sulfa drugs. Indeed, they report clear- 
ance changes in the cervical mucus subsequent to 
three such injections on or about the 12th day of 
the cycle resulting in conception in that month. 

As might be expected, the work of Claude 
Béclére the elder has not been forgotten from the 
point of view of hysterosalpingography, which they 
consider, apart from its diagnostic value, as a 
measure of therapeusis almost equal to that of 
kymography with CO, and ‘‘ épreuve de Cotte.”’ 

Dr. Palmer is insistent upon a hysterosalpingo- 
gram in all cases where there is a history of abor- 
tion, and especially when the question of any 
plastic operation on the Fallopian tubes is being 
considered, and such operations are well described 
ind depicted. He is a worthy disciple of Rubin 
and believes that CO, kymography repeated and 
repeated in all cases ‘of doubtiul patency of the 
tubes gives the best prognosis. 

This book has an excellent index and can be 
sincerely recommended to everyone working in this 
field 


Cytology of the Human Vagina,’’ by INEs L. C. 
De ALLENDE, M.D., and Oscar Ortas, M.D. 
lranslated by George W. Corner, M.D., with a 

reword by Bernado A. Houssay, M.D. Paul 
B. Hoeber, Inc., New York; price 7.50 dollars. 


Great advances have been made in the study of 
the norma! cytology of the human vagina since the 
first publication on this subject by Papanicolaou. 
Gynaecologists and endocrinologists alike will 
appreciate the advent of this book which is con- 
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cise, handy and a great help to anyone interested 
in studies of the cytology of the human genital 
tract. It is, however, much more than a mere 
enumeration and description of the varied appear- 
ances likely to occur under physiological con- 
ditions; an attempt has also been made to study 
the influence of different forms of medical and 
hormonal therapy on the smear picture and an 
evaluation of the substances administered is given 
using the resulting changes in vaginal cytology as 
2 criterion. 

This is a very ambitious task as the subject is 
vast and complex. After a few introductory 
chapters on the appearances and cyclic variations 
of the normal cytological picture the authors 
proceed to discuss such widely separate subjects 
as the functional amenorrhoeas and their treat- 
ment; the effects of oOphorectomy and hysterec- 
tomy on vaginal cytology and their response to 
hormone administration; the menopausal syndrome 
and how it affects the smear appearances, cyto- 
logical changes occurring after hormonal therapy 
and how the smear can be used as a guide to the 
choice, dosage and duration of treatment. A 
whole chapter is devoted to vaginal smears in 
sterility and another to its treatment, and metro- 
pathia haemorrhagica is also discussed at length. 

This certainly is an ambitious programme and the 
authors must be congratulated on the energy and 
and zeal with which they tackle their task. It is, 
however, regrettable that the conclusions reached 
are not watertight, since the results were only very 
occasionally checked by other means of diagnosis. 
It is true that in 2 cases in which the cytological 
diagnosis of anovulatory cycles was made, inspec- 
tion of the ovaries at operation confirmed the 
However, in none of the other cases 
quoted is another approach to verify the diagnosis 
mentioned. This seems especially odd in the 
discussion of sterility when not even such elemen- 


diagnosis. 


tary measures as basal temperature records have 
been made use of. If the evaluation of the vaginal 
ytology, which is a comparatively simple process, 


and a completely atraumatic, procedure which 


lends itself to serial investigations with the greatest 
if ease, is to become a routine method of investi- 
now, while it is still at a 
research state, to exercise rigorous criticism and 


gation, it is essential 


use every means of control at our disposal to check 
the correctness of smear interpretation. 
G 
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For the same reason it is to be regretted that 
the number of patients investigated under each 
heading is small; conclusions reached may be 
wrong when they are generally applied. For 
example only 4 patients were investigated for 
follow-up appearances after unilateral 
oophorectomy. The following conclusions were 
drawn (p. 153): ‘‘ All the patients with complete 
unilateral o6phorectomy presented, as shown by 
the smears, a picture of subnormal ovarian function. 
It appears that the remaining ovarian tissue in 
these patients was not capable of maintaining an 
adequate functional level as regards either the 
production of ova or of oestrogens.’’ This state- 
ment is liable to lead to the wrong conclusion that 
all patients who have undergone removal of one 
ovary suffer from hypofunction of the remaining 
ovary and cease to ovulate postoperatively. This, 
of course, is in gross contrast to the undisputable 
fact that many women have conceived and given 
birth to normal babies after unilateral odphor- 
ectomy. 

Similar shortcomings are apparent in many of 
the chapters quoted. Statements like ‘‘ there was 
little or no result when oestrogens were adminis- 
tered by mouth, but all the patients reacted 
frankly to the injection of oestrogens roughly in 
proportion to the dosage’’ (p. 161) cannot be 
accepted as generally true, unless patients from the 
English or 
American patients who are known to show marked 
affecting the 
curves and general smear appearances after oral 
oestrogen therapy. 
shortcomings are 


smear 


Argentine react differently from 


cytological changes cornification 


understandable, of 
course, if one is familar with the amount of work 


These 


involved in the study of each single patient, 
and the laborious 
assessment of the findings and comparison of the 
day by day changes. ‘to understand 
everything, means to forgive everything,’’ the 
regarded 


necessitating daily smears 


But even if 


book, in its present form, cannot be 
as the standard reference book of vaginal cytology. 
Nevertheless, it is certainly of value to anyone 
interested in the subject. It is well written and 
makes fascinating reading and its many graphs are 
clear and instructive. It is to be hoped that 
additional data will have been collected for the 
second edition, to fill the present gaps of 


evidence. 
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‘‘ Infant feeding and Feeding Difficulties.'’ By 
P. Evans, M.D., M.Sc., F.R.C.P., and RonaLp 
MacKeirH, M.A., D.M., M.R.C.P., D.C.H. 
J. and A. Churchill, London; price 12s. 6d 


Many new ideas about mfant feeding have been 
gaining ground in recent years and the modern 
approach to the subject is presented in this book. 
The methods described are the result of the per- 
sonal experience of the authors and the book is 
tull of practical advice based on sound reasoning. 
Phe principles of the subject are clearly 
stated and the reasons for each step are given. 
Breast 
natural way for an infant to be fed and the value 
and 
There is a section on self-regulated 


basic 


feeding is stressed as the normal and 


of antenatal preparation instruction 1s 
emphasized 
feeding, in which the case for the adoption of this 
practice in breast-fed infants is convincingly put 
forward. 

In addition to the chapters on the management 
of normal infant feeding and its problems there is 
1 useful one on the breast-milk bank, and others 
m the problems met with in congenital malfor- 
mations and the common infections of infancy. 
Not every one will agree with some of the views 
expressed in the chapter on gastro-enteritis, as, 
for instance, the use of castor oil for the routine 
treatment of mild cases and the rapid rehydration 
recommended for infants m need of intravenous 
fluids. 

Che photographic illustrations and drawings are 
ot a high standard and the tables and figures are 


simply and clearly presented 
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This is an excellent and attractive book which 
will be welcomed by a wide range of readers, and 
which should be of great value to doctors, nurses, 
health visitors and others who are responsible for 
the care of babies. 


Contribucton al estudio del Rabdomioblastoma.”’ 
By Dr. RAMIRO ALVAREZ ZAMORA. Libreria de 
Ciencias Médicas, 1950; pp. 67. 
(In Spanish with English, French and German 
summaries.) 


Barcelona, 


THe author reviews the literature on grape-like 
sarcoma of the vagina and describes three new 
He stresses the fact that they progress to 
a fatal conclusion, by direct invasion of adjacent 
tissues without metastasizing. His main thesis is 
based on a histological study of the three cases 


cases. 


He believes 
that these tumours are essentially rhabdomyo- 


using silver impregnation techniques. 


sarcomas and that the epithelial covering and the 

incidental and no 
The author believes 
that the apparently indifferent, anaplastic cells 


connective tissue stroma are 
part of the tumour proper. 


found in the subepithelial layers are primitive 


muscle cells which grow and differentiate to form 
the characteristic striated muscle fibres. 

The author believes that early surgical excision 
otters the only hope of cure and finds only three 
cured in the literature. He holds that 
rradiation is not curative and that in the two cases 
cured by surgery and subsequent irradiation, the 
good result was due to surgery. 
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EAST END MATERNITY HOSPITAL 


CLINICAL REPORT FOR THE YEARS 
1947 AND 1945 


DurinG these two years 2,285 patients have been 
delivered without a maternal death, and with a 
morbidity of 1.2 percent. There were 46 stillbirths 
and 13 neonatal deaths. The report contains a 
tribute to Dr. Oxley who has retired from full 
participation in the work of the hospital after 26 
years of untiring service. The reputation enjoyed 
by the hospital is known, even by outsiders, to be 
due in no small measure to his work there and the 
results now reported maintain that deservedly high 
reputation. 


The report is short for the number of cases. The 
commoner abnormalities and operations are dis- 
played in condensed numerical tables, while the 
rarer ones are shown in single case data, but these 
data are considerably fewer than is now customary 
in maternity reports. This undoubtedly detracts 
from the the case data given—for 
example the weight is not given of any baby born 
Thirty-four patients 
recorded as having undergone trial of labour, The 
method of delivery in a number of these trials 
is not stated, although it is probably justifiable to 
assume in these instances that spontaneous delivery 
is meant to be understood. Why certain of these 
cases were regarded specially as undergoing a trial 
of labour is not clear; in 2, for example, labour 
lasted only 8% hours and 9% hours respectively, 
which seems to suggest that their inclusion under 
this heading was hardly necessary, or that some 
additional remarks about these cases would have 
been illuminating. 


value of 


by Caesarean section. are 


The value of this report would be enhanced if it 
conformed more closely to the standard form of 
report suggested by the Roval College of Obstet- 
ricians and Gynaecologists 


REPORTS 


NATIONAL MATERNITY HOSPITAL, 
DUBLIN 


CLINICAL REPORT FOR THE YEAR 1949 


into its 114 beds there were 4,439 admissions and 
among these were 3,886 deliveries. There were 11 
maternal deaths, an mcidence of 2.8 per thousand 
deliveries. There were 124 stillbirths (3.4 per cent) 
and gi neonatal deaths (2.9 per cent) giving a total 
infant mortality rate of 5.9 per cent, In the extern 
service there were 422 deliveries with 4 stillbirths 
and 5 neonatal deaths. The maternal deaths, 
which are recorded in detail, are discussed critically 
in the opening survey and a frank attempt is made 
to decide which, if any, were avoidable deaths. 

Symphysiotomy was performed on 15 occasions 
(approximately 0.3 per cent) without a maternal 
death and with only 1 neonatal death which 
might have been avoided, it is thought, had the 
been Symphyst- 
otomy is considered to be a comparatively minor 
operation and residual complications such as stress 
incontinence, locomotive difficulty, backache and 
the like are considered to be bogies. Not only is 
Caesarean section for except 
severe degree of it, avoided by symphysiotomy 
but the operation has the advantage that it leads 
to a permanent cure for the disproportion. The 
alternative of abdominal delivery for disproportion 
means repeated major abdominal operations or 
such mutilating and unethical procedures as tubal 
resection and the like. The infrequency with 
which symphysiotomy performed in other 
centres suggests that these opinions are not held 
universally. 

Caesarean section was performed on 39 occa- 
sions, an incidence of 1 per cent. Only 2 of these 
were new sections for disproportion, a low figure 
which could not have been achieved but for the 
free use of symphysioto:ny. While it is admitted 
that Caesarean section should have been employed 
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operation undertaken earlier. 


disproportion, in 
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more freely in placenta praevia and in toxaemia 
it is claimed that the year’s figures demonstrate 
that a low incidence of Caesarean section does not 
necessarily mean a high foetal or neonatal death 
rate. 


FIFTY-SIXTH ANNUAL REPORT (1949) OF 
THE ROYAL VICTORIA HOSPITAL, 
MONTREAL, CANADA 
THe report from this large teaching hospital of 739 
beds covers apparently all aspects of the hospital’s 
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activities and runs to almost 200 pages of which 
some 30 are devoted to the department of 
Obstetrics and Gynaecology. This is a live, 
progressive department, handling first class 
clinical material with excellent results, and one 
in which research is fostered and stimulated. But 
the clinical material is not reported in sufficient 
detail to be of much value to the serious student 
of any particular condition with the possible 
exception of those imterested in the long-term 
prognosis of radiotherapy in uterine cancer. 


ANTHONY W. PURDIE 
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NORTH OF ENGLAND OBSTETRICAL AND 
GYNAECOLOGICAL SOCIETY 


OCTOBER 1950 


Ata meeting of the North of England Obstetrical 
and Gynaecological Society, held in Liverpool, on 
Friday, 27th October, the President, Mr. H. 
Harvey Evers, took the chair. 


Mr. F. J. Burke described three cases of 


PLACENTA ACCRETA 


He pointed out that during the past 11 years he 
had the unusual experience of treating 3 cases of 
placenta accreta, The first of these was of particu- 
lar interest as it was associated with rupture of the 
uterus and was of the increta or percreta variety. 


It occurred in a second para when she was 28 
years of age. Her first child had been delivered in 
hospital 2'; years earlier and this labour was 
uncomplicated, but there had been an associated 
pyrexia in the puerperium, and the patient had 
remained in hospital until the 24th day. Her tem- 
perature had exceeded 100° on two occasions only. 
She started in labour with her 2nd pregnancy on 
toth January, 1941, in herown home. Slow labour 
continued throughout the day, and at midnight she 
was seen by her doctor who diagnosed a breech 
presentation. At 2.30 a.m. she was successfully 
delivered of a live infant, but the placenta was 
retained and efforts were made to express it. There 
was little bleeding but the patient was shocked, and 
her own doctor did a vaginal examination without 
anaesthesia. He found an hour-glass constriction 
ring in the lower part of the uterus, but did not 
attempt to remove the placenta which he could just 
feel through it. Alarmed by the patient’s condi- 
tion he arranged for her to be transferred to hospital 
where she arrived at 5.30 a.m. Mr. Burke saw her 


half-an-hour later, and by that time her condition 
was grave. There was extreme pallor, a feeble pulse 
and profound collapse. It was noticed that there 
was little bleeding from the vagina, and the uterus 
was small and firmly contracted. No attention was 
paid to the uterus at this time, and resuscitation of 
the patient was started. Two pints of blood and 
one litre of saline were given, and at 8.30 a.m. her 
condition had improved sufficiently to permit 
anaesthesia. The constriction ring was still present, 
but on passing a finger through it the placenta 
could be felt in the upper part of the uterus and on 
the posterior wall. Burrowing under the lower edge 
the finger immediately entered the peritoneal cavity 
and it was possible to feel a large mass of placental 
tissue bulging through the posterior wall of the 
uterus. Blood transfusion was continued, and after 
as little delay as possible the abdomen was opened 
under general anaesthesia. The peritoneal cavity 
was filled with blood and a large mushroom of 
placental tissue was found protruding through a 
3-inch vertical laceration on the upper posterior 
wall of the uterus. Subtotal hysterectomy was 
quickly done and the abdomen closed with drain- 
age. Large masses of organized blood clot, which 
were present on the under surface of the liver and 
below the spleen, were left undisturbed. The drip 
transfusion was continued and the _ patient 
responded well. The next day her condition was 
remarkably good, and convalescence thereafter was 
uneventful. She was discharged on the 18th day 
in a satisfactory condition. 

The posterior wall of the uterus was opened up 
into the site of rupture, and it was then seen that 
the placenta had invaded the wall over a consider- 
able area and towards the fundus the villi could be 
seen attached to the peritoneal coat. In the uterine 
cavity a small part of the placenta was detached, 
and the main part was inseparable from the uterin¢ 
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wall. Sections of the specimen were taken in many 
places and showed the typical appearances of 


placenta accreta with deep invasion of the villi, 
widespread hyalinization of the surrounding muscle 
ind a complete absence of decidua. One of these 
sections showed infiltration of villi immediately 
under the peritoneal coat. A section was also taken 
from the anterior uterine wall and as far as possible 
from the this 
healthy muscle layer but the decidual lining was 
entirely absent 


placental site; showed a normal 


rhe second of Mr. Burke’s cases occurred in a 2nd 
pregnancy in 1943 
age and her first child had been delivered in hospital 
2 years earlier. The confinement had been overdue, 
and after being in labour for 4 days she had had a 
manual rotation for posterior position followed by 
The infant was stillborn, there 
had been post-partum hacmorrhage and retained 


This patient was 25 years of 


i forceps delivery 


placenta, and manual removal of the placenta had 
becn carried out. In all she had received 7 pints 
of blood and later developed puerperal sepsis. She 


remained in hospital for 6 weeks 


In the 2nd pregnancy she started in labour at the 
28th week and was delivered at home. The foetus 
was stillborn and the practitioner did a manual 
removal of the 
shock. Several hours later he asked Mr. Burke to 
see the case, but by that time the patient was 
recovering and was comfortable. The doctor stated 
that the 
great difficulty, and he felt sure that part of it was 
left behind. Mr 
to be 
He did not feel disposed to make any 


placenta, which was followed by 


placenta had been removed with very 


3urke saw the placenta, but it 
was difficult certain to what extent it was 
incomplete 
further examination but advised the doctor to give 
a course of sulphonamide therapy and to report to 
him should there be any complications. Ten days 
later he was informed that the patient had had a 
slight irregular temperature and had started to 
bleed. She was admitted to hospital the same day, 
and by that time she had lost a great deal of blood 
On examination there was free bleeding from the 
A large, 
hard, irregular area could be felt on the right wall 
f the uterus, and it was impossible to detach the 
He did not consider he could con- 


uterus, and the cervix was widely open 


dherent tissue. 
trol the bleeding by packing and decided to do a 
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hysterectomy. The subtotal operation was carried 
out and the patient made a satisfactory recovery. 
Examination of the uterus showed placental tissue 
adherent to and infiltrating the myometrium. There 
was no plane of cleavage and separation was 
impossible. Section of the uterus showed the typical 
appearances of placenta accreta. 

This patient was very anxious to have a live 
child; both of her infants had been stillborn and 
the loss of her uterus was a culminating tragedy. 
Mr. Burke felt quite sure that she would not have 
survived had these drastic measures not been 
employed. 

The third case occurred in a primipara aged 31 
and he had seen this patient for the first time in 
November 1946 when she complained of menor- 
rhagia, dysmenorrhoea and sterility. At that time 
the body of the uterus was enlarged and retroverted 
and he had diagnosed a fibroid uterus. Laparotomy 
was done and the uterus found to contain multiple 
fibroids on the posterior wall. These 
cleated, and through the primary incision the 
cavity of the uterus was opened up to reveal a soft 
Several other 


were enu- 


submucous fibroid the size of a plum 
fibroids were removed and the uterus was recon- 
being completed by a 
Six months later the 


structed, 
modified Gilliam operation. 
patient became pregnant and went to full term 
without incident. In labour she made poor pro- 
gress and the head had not engaged after 18 hours. 
Lower segment Caesarean section was done, and an 
infant weighing 5 pounds 5 ounces extracted. The 
placenta did not separate in the usual manner and 
manual removal had to be carried out. Mr. Burke, 
however, soon realized that he was dealing with 
i placenta accreta, and after removing part of the 
placenta piecemeal he abandoned the attempt as 
the woman was bleeding. Subtotal hysterectomy 
was done and the abdomen closed 


the operation 


Before operation it was noticed that some small 
fibroids were present. The patient made an excel- 
lent recovery. 

Placenta accreta is a rare condition which has 
been recognized since the 16th century. In 1933 
Phaneuf collected 82 cases from the literature, and 
in 1937 Irving and Hertig ina comprehensive study 
of the subject reported 87 cases and added 20 of 


their own. Kaltreider, in 1945, reported 73 addi- 
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tional cases. In 1942 Cunningham described 2 cases, 
and since then others have been added by Jackson, 
Shotton, Gemmell and Chisholm. The incidence of 
the condition varies with the authors from 1 in 
1,950 to 1 in 40,000. The highest incidence is that 
of Irving and Hertig, but many of their cases were 
Mr. Burke’s 3 cases were 
drawn from a fairly well defined area in Durham 
with a population of 360,000 and an annual birth 
In 11 years there were 93,000 births, 


of a minor character. 


rate of 8,500 
which gave an incidence of I in 31,000 pregnancies. 

Undoubtedly the main cause of placenta accreta 
is a defect in, or absence of, the basal decidua, a 
thin but vital layer which prevents excessive 
infiltration of the trophoblast. Usually this is 
brought about by trauma or infection of the uterus, 
previous manual removal of the placenta, puerperal 
sepsis, a previous therapeutic abortion, myomec- 
tomy, curettage, 
section. Endocrine dysfunction with atrophy or 
underdevelopment of the endometrium may be a 
possible explanation in some cases, and the con- 
dition is not infrequently associated with placenta 
praevia. The predisposing cause in each of his cases 
was fairly well established. The first case followed 
puerperal sepsis, the second case followed puerperal 
sepsis and manual removal of the placenta, and the 
third was clearly due to myomectomy. 


radium, fibroids or Caesarean 


At one time it was believed that placenta accreta 
only occurred in multiparae, and Bethel Solomons 
expressed this belief in reporting a case in 1933. 
Since then a number of cases have been reported 
in primiparae. Shotton’s case followed curettage for 
sterility, and Kushner’s resulted from myomec- 
tomy. Kaltreider’s series included 11 cases in primi- 
parae. 

Kupture of the uterus is a not infrequent com- 
plication. The underlying muscle is often thin and 
manual removal or curettage may bring about 
perforation. When there is deep invasion of the 
wall spontaneous rupture may occur during preg- 
nancy or in labour. In a few instances rupture has 
resulted from Credé’s manoeuvre. It is impossible 
to be certain when the uterus ruptured in Mr. 
Burke’s own case. It might have occurred during 
labour, but from the history he was inclined to 
think that Credé’s manoeuvre had been responsible. 

The main features of the pathology are well 
known, but Mr. Burke wished to draw attention to 
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one point. It is usually stated that the villi are 
attached to the muscle, but this is not true. The 
invading villi appear to exert a destructive effect 
on the muscle fibres in their immediate vicinity 
and over a wide area, and they are replaced or 
converted into hyaline or fibrinoid tissue which 
forms a thick layer interposed between the villi and 
the muscle. This dense non-contractile hyaline 
tissue, which is traversed by blood vessels, no 
doubt provides an explanation for the continued 
bleeding which follows manual removal of the 
placenta. 

The accepted treatment of placenta accreta is 
hysterectomy, and the earlier the hysterectomy the 
lower the mortality. Phaneuf reviewed 82 cases 
and found the mortality for manual removal to be 
72 per cent, for vaginal hysterectomy 36 per cent 
and for abdominal hysterectomy 5 per cent. Meyer 
and Ashworth in their series reported a mortality 
of 58 per cent for manual removal or curettage, 
36.4 per cent for partial manual removal followed 
by vaginal hysterectomy, 18.9 per cent for partial 
manual removal followed by abdominal hysterec- 
tomy and no mortality for subtotal hysterectomy 
with no attempt at manual removal. The moral 
to be drawn from these figures is clear; an early 
appreciation of the nature of the pathology and 
decisive action will save the patient’s life. Opti- 
mistic measures such as packing the uterus and 
persisting in fruitless efforts to remove the placenta 
entail a great risk. 

In recent years, however, a number of cases have 
been reported in which conservative measures have 
proved successful. Kaltreider quotes 7 cases in 
which no attempt was made to remove the placenta 
and all the patients survived. Schumann reported 
4 such cases and 2 of these patients subsequently 
bore children. Since then he had found 3 similar 
cases described by Muir, Gemmell and Shannon 
and Dodenoff, and 2 of these patients were later 
delivered of live infants. On this evidence it would 
seem that there are circumstances when conserva- 
tive treatment may be justified. Mr. Burke con- 
cluded by saying: 

1. Abdominal hysterectomy is the safest treat- 
ment for all cases of placenta accreta providing the 
patient is able to withstand an operation. 


2. If there are strong reasons for conserving 
the uterus, if the placenta is completely attached 
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and if there is no bleeding then expectant treatment 
may be justified. 

3. If there is a partial placenta accreta or part 
of the adherent placenta has been manually 
removed and there is bleeding, hysterectomy should 


be done at once. 


Discussion. 
Dr. Bruce, Dr. Calvert and Dr. Dewhurst all said 
that they had had experience of similar cases. 


Miss B. Dodd desi ribed 


A CASE oF Ectopic URETER 


This article appears on page 414 of this issur 


Discussion, 


Dr. Brundret wondered whether pyelonephritic 
changes were associated with this condition 


Dr. Newton of Manchester described a case of 
Dr. Rickards where an accessory ureter had opened 
into the urethra and had been associated with a 
type of mechanical stress incontinence. He 
wondered whether an ectopic ureter always crossed 
in front of the uterine artery. 


Miss Dodd thought that stress incontinence was 
not necessarily associated with this condition and 
sometimes supervened only after childbirth. 


Mr. H. V. Corbett read a paper on 
THE ErioLoGy oF FoETAL MALFORMATION 


He pointed out that there has recently been a 
marked renewal of interest in the pathology of, and 
even treatment of, congenital malformations 
Warkany, writing in Advances in Paediatrics (1947) 
says: ‘‘A few decades ago the prevention of con- 
genital malformations was an intractable problem 
of preventive medicine. Even now, the origin of 
the majority remains obscure and preventibility 
is limited to a few special instances in which the 
aetiology is known. Unfortunately the number of 
simple heritable defects is limited and eugenic pre 
diction and advice could be offered in exceptional 
cases only. This is not surprising, since some of 
the fundamental questions of human teratology 
await solution. Thus, only recently has it been 
definitely decided whether all congenital malfor- 


mations in man are hereditary. While most 
physicians did not believe in the genetic determina- 
tion of all congenital anomalies, statements to the 
contrary were difficult to refute. The question was 
decisively answered by the discovery of pre-natal 
rubella as a teratogenic factor. This infection is 
capable of deforming the embryo, and the genetic 
factors are not responsible for the resulting mal- 
formations. Since, then, congenital malformations 
exist which are caused by environmental accidents, 
one must expect to find in human pedigrees such 
phenocopies in addition to heritable defects.’’ A 
phenocopy is a malformation caused by abnormal 
environmental conditions. Again Warkany states : 
‘“ Measures to prevent malformations caused by 
pre-natal rubella are under discussion. Exposure 
of girls to the disease during childhood, protection 
of pregnant women during the early stages of 
gestation by immune serum and therapeutic abor- 
tion in case of maternal rubella during the first 
trimester of pregnancy have been advocated.”’ 
Professor Boyd and Hamilton state that “‘ It will 
be apparent that malformations are the result ot 
a large variety of agents, some extrinsic, some 
intrinsic, and they may act singly or in association 
to produce the abnormal effect. Many of the agents 
doubtless act in a non-specific manner though the 
result can be a specific one, depending on the time 
of action of the agent, although the demonstration 
from many lines of evidence that environmental 
agents can cause anomalies does not diminish the 
importance of genetics in the study of teratology.’’ 
It is clear that in the last decade or so such influ- 
ences as nutritional deficiency, vitamin deficiency, 
chemical agents, endocrines like androgens and 
insulin, actinic factors, infectious factors, and 
mechanical factors like amniotic bands, have all 
been held responsible. Mr. Malpas, however, in 
his classical survey, published in 1937, was perhaps 
a good deal nearer the truth than he thought when 
he said: ‘‘ The evidence that has been reviewed 
seems to point to the following sequence as 
responsible for the various malformations of the 
various organs of the developed foetus. The earliest 
change is a modification of the early nutrition of 
the embryo. This leads in turn to an abnormal 
development of the primitive vascular system lead- 
ing in its turn again to abnormal development of 
the nervous system. Abnormal nervous develop- 
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ment leads to failure in the orderly integration of 
the growth of the various parts of the body, an 
integration depending on the nervous system, and 
so the individual malformations arise, depending in 
their distribution on that part of the nervous 
system which has developed abnormally.”’ 

Mr. Corbett then showed a table in which types 
and incidence of the various structural abnormali- 
ties were shown. In hydrocephaly, with or without 
spina bifida, a great number of pregnant women 
were primigravidae. He pointed out that this 
observation might be misleading because so many 
more primigravidae than multigravidae are usually 
admitted to hospital beds. He also showed a table 
which had been borrowed from Gilbert and Gill- 
man’s published in the South African 
Journal of Medical Science in 1948 on the 
subject of injecting rats with trypan during their 
gestation period. This indicates the close resem- 
blance between the percentage incidence of com- 
parable defects in human infants and in rat pups 
subjected to the influence of trypan dye which had 
been injected subcutaneously into the mother. 

Mr. Corbett also showed some graphs, amongst 
them being one which showed that the number of 
structural abnormalities in the human foetus could 
be correlated with the various maternal age groups 
in which they occurred. It emphasized a point made 
by Malpas that anencephaly is ro times as common 
in women between 46 and 50 as it is in those 
between 20 and 30 and 30 and 40. The incidence 
of defects of the central nervous system in age 
groups 20 to 30 and 30 to 40 is very similar. 

In 1929 Bagg invented the technique of observ- 
ing the living embryo through the transparent 
uterine wall without interfering with the pregnancy 
and discovered that haemorrhagic lesions occurred 
in some embryos and were preceded by blisters or 
blebs beneath the skin. The blebs were found in 
much the same sites as were the foot and eye 
anomalies which he observed later at birth. The 
discovery explained how, by mechanical interfer- 
ence, the blebs hindered normal development and 
anomalies were produced. Bagg suggested that the 
blebs expression of disturbance in the 
development of the primitive vascular system, and 
Mr. Corbett remarked that whilst this work offered 
a fair explanation of how many anomalies occurred 
it still fails to explain their mode of distribution 
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over the various parts of the body and the frequent 
association of multiple minor abnormalities with 
gross defects of the central nervous system. 

Bonnevie, in 1934, made an interesting contribu- 
tion to the problem and showed that in the 7-8 mm. 
stage of development in the mouse—about the 12th 
day of gestation—such haemorrhagic blebs make 
their appearance. They are first observed in the 
neck, close to a pear-shaped opening in the roof 
of the myelencephalon called the foramen anterius. 
The foramen itself isa normal structure in all higher 
vertebrates, is placed anteriorly to the choroid 
plexus and is later incorporated into the 4th 
ventricle. Weed many vears ago showed that the 
foramen acts as a regulator of cerebro-spinal fluid 
pressure during the foldings of the brain and cere- 
bro-spinal fluid normally leaves the 4th ventricle 
through this foramen to pass under the embryon'‘: 
epidermis where it is absorbed. It is a peculiarity 
that in the abnormal foetus this process is exagge- 
rated and may be associated with an over-produc- 
tion of fluid. This may result in the formation and 
persistence of so-called ‘‘ myelencephalic ’’ blebs 
and the further fate of these, their migration to 
other parts of the body, taking the lines of least 
resistance along the curvatures of the developing 
embryo, is governed by purely mechanical factors. 
The parts in which they come to rest may thus 
have their subsequent development interfered with 


for purely mechanical reasons. Since the cerebro- 
spinal fluid is originally derived from the circula- 
tion the occurrence of blebs is in the first place a 
sequel to abnormal development of the primitive 
vascular system. 


Mr. Corbett pointed out that while these reflec- 
tions were purely conjectural they interested him 
because the common malformations appear to have 
occurred with much the same frequency in human 
infants as in rat pups subjected, during gestation, 
to the influence of a specific maternal metabolic 
disorder, the timing of which and its relation to 
the type of the defect produced has been determined 
with some accuracy. 


Discussion. 

Mr. Malpas thought that there was no special 
incidence of central nervous system lesions in primi- 
gravidae. 

Dr. R. Newton thought that hydrocephalic 
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children and those afflicted with congenital spastic 
nditions occurred in the same family tree 


Dr. M. B. Bruce described 


\ Case OF PROLAPSE OF THE PLACENTA WITH TWIN 
PREGNANCY 


NORTH OF ENGLAND OBSTETRICAL AND 
(;YNAECOLOGICAL SOCIETY 


NOVEMBER 


\t a meeting of the North of England Obstetrical 
ind Gynaecological Society, held in Manchester, 
on Friday, 24th November, the President, Mr. H 
Harvey Evers, was in the chair 


Mr. J. A. Hadley and Mr. R. F. Lawrence 
described 

A Case oF ADVANCED APDOMINAL PREGNANCY 

The patient had first been seen on the morning 
of 1oth February. She was a primigravida of 20 
ind had been referred to the consultant because of 
a persistent malpresentation which had recurred 
several times after external version. She was then 
34 weeks pregnant. The patient was rather slim 
but appeared healthy, the abdomen was enlarged 
to a size corresponding to a 34-weeks gestation, the 
foetal head was palpable in the right iliac fossa and 
the breech in the upper abdomen. The head could 
be readily displaced as far as the midline but could 
not be made to enter the brim of the pelvis. No 
pelvic examination was done at the time, but 
arrangements were made to transfer her to Lincoln 
ior X-ray investigation to ascertain if anv cause 
could be found for the persistent malpresentation. 
No undue force was used on the occasions when 
external version was attempted, but she always 
complained of feeling faint after these manoeuvres 
On each occasion she was able to walk back from 
the maternity home to the house of a relative in 
the same street and later returned home by taxi. 

On the two days following her first examination 
by Mr. Hadley she vomited bile several times and 
felt pain on the left side of the abdomen: on the 


next two days she could not take food and her body 
felt tight. She was therefore transferred to the 
Lincoln County Hospital, and when she arrived 
there she was slightly jaundiced; there was a trace 
of bile in the urine. On admission the pulse rate 
was 94, the temperature 97.4°, the respirations 
were rapid and there was dyspnoea. The conjunc- 
tivae were slightly vellow, the tongue dry and 
coated and the lips sore. Mentally she was rather 
dull and lethargic, her blood-pressure was 130/90, 
her abdomen was tensely distended, and this corre- 
sponded in size with a 36-weeks pregnancy. On 
palpation there was marked tenderness and the lie 
if the child could not be determined. When a 
vaginal examination was carried out the promon- 
tory could not be reached. The os was patulous 
and the presenting part high, there was no sign of 
any loss of blood, and at that time it was thought 
that the condition might be acute hydramnios 

An X-ray examination was carried out the follow- 
ing day. This showed that a single pregnancy 
existed, the child’s head being in the right iliac 
fossa and its spine to the right. There was no 
evidence of hydrocephalus or any other foetal 
abnormality. The pulse rate at 8 o'clock in the 
morning was 110, but, by 1 o’clock in the after- 
noon, it had risen to 140. The dyspnoea had 
increased and the patient was much more dis- 
tressed. At 2.30 p.m. a spinal puncture needle was 
passed into the tumour on the left side below the 
umbilicus. A thick blood-stained fluid escaped and 
30 ounces were allowed to drain off slowly. During 
this procedure she felt faint and oxygen was given. 
This did not seem to improve her in any way, and 
i blood transfusion was started. 

Feeling that there was something odd about the 
condition Mr. Hadley asked Mr. Lawrence to see 
her and, after a consultation together, they decided 
that the most likely diagnosis was a concealed 
accidental haemorrhage. They decided to puncture 
the membranes and await the onset of labour. The 
patient was later anaesthetized, pentothal gas and 
oxygen being used, and later 80 mg. of Flaxedine 
were administered. She was then put up in the 
lithotomy position. The cervix was easily identi- 
fied, the posterior fornix seemed quite clear and 
the cervix was dilated slowly with a finger. It was 
not taken up and the finger tip reached as far as 
the internal os. A Drew-Smvthe catheter was then 
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passed but no fiuid was obtained. Next a Spencer 
Wells forceps was inserted through the os but on 
this occasion no membranes could be grasped, and 
there was no escape of blood or any other fluid. At 
that time it was thought that the condition might 
be a pregnancy in the rudimentary horn of a 
bicornuate uterus 

On further examination, however, a soft, solid 
mass could be felt behind the pubis, the size of a 
2-months pregnancy, and this was continuous with 
the cervix below; the cavity of the uterus felt like 
one that had been recently evacuated for an 
ibortion. The authors suspected that they were 
dealing with an abdominal pregnancy and opened 
the abdomen through a sub-umbilical incision. On 
opening the peritoneal cavity a small amount of 
blood-stained fluid was encountered and a tense 
dark-coloured sac, similar in appearance to an 
ovarian cyst, presented. The upper pole was free 
from adhesions, and a hand could be passed over 
the top of the tumour and down the right side into 
the pelvis. On the left side, however, the tumour 
was continuous with the left Fallopian tube and the 
infundibulo-pelvic ligament. The uterus was in 
front and to the right of the tumour and was 
enlarged. The right ovary and tube were in their 
normal position. The sac was then opened and 
blood-stained fluid mixed with meconium and 
flecks of vernix escaped. The foetus was removed 
head first, and in the process the cord separated 
from the placenta. It was noted that the foetus 
was covered with a mixture of meconium and blood 
and as it appeared to be dead it was put aside. The 
sac was next separated from the right side of the 
pelvis, adhesions to the large intestine were divided, 
the left tube was identified and a clamp placed 
across it about 1 inch from the uterus. Another 
clamp was placed across the infundibulo-pelvic fold 
and the sac then separated from the back of the 
left broad ligament. After this the sac and the 
placenta were removed. There was troublesome 
bleeding from the broad ligament low down on the 
left side, but this was controlled by packing with 
four pieces of Oxycel gauze. Ligatures were applied 
behind the two clamps, the cavity was mopped 
dry and the abdomen closed in the usual way with- 
out drainage. 

The operation was completed at 10.15 p.m. and 
the patient’s pulse was then 140. The blood trans- 
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fusion was continued, a total of 3 pints of blood 
and 1 of plasma being administered in all. On the 
second day after operation the patient vomited 
large quantities of bile-stained fluid; a Ryle’s tube 
was passed and gastric suction continued for 72 
hours. Thereafter steady progress. 
Prophylactic penicillin was given and the tempera- 
The pulse rate fell 


she made 


ture never exceeded 100°. 


gradually and by the seventh day was down to 
80; respirations fell from 30 to 18 on the second 


day after operation. The patient was discharged 


on the 21st day. 


The baby which had been put aside was rescued 
by the anaesthetist and successfully resuscitated 
It was a female weighing 5 pounds and had no 
visible abnormalities. It seemed to be satisfactory 
for the first few hours but later developed attacks 
of cyanosis and died about 24 hours after delivery. 

The placenta was roughly disc-shaped. One side 
presented a shaggy appearance, the other being 
covered with a smooth glistening membrane. 
Across the surface ran a tube-like structure, the 
end of which was expanded into a bulb. Many 
sections were cut and these showed that the speci- 
men was mainly placenta and blood clot traversed 
by the Fallopian tube and covered by peritoneum. 
A careful search was made for the ovary but al- 
though a number of solid structures were found 
these all proved to be lumps of fibrin. Some sec- 
tions showed fibrous tissue beneath the peritoneal 
inay have been remnants of 
sub-peritoneal 


which 
were more probably 


membrane 
ovary but 
fibrous tissue. 

The patient was seen again 11 weeks after the 
operation. At that time she was reasonably well 
and had had 2 menstrual periods. On abdominal 
palpation she was found to have a firm rubbery 
mass in the left iliac fossa and on vaginal examina- 
tion the uterus seemed to be normal in size, up- 
right, and not displaced in any way. There was 
a firm mass attached to the left side of the pelvis 
continuous with the abdominal tumour and dis- 
tinct from the uterus. The lower surface of the 
tumour palpable through the fornix was not tender 
and indented on pressure; it was thought to be 
unabsorbed blood clot, residual fragments of pla- 
cental tissue and Oxycel gauze. She 
again 6 months after operation and was then per- 


Was seen 
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fectly well, had had normal periods and the pelvic 
mass had disappeared. 

The authors considered that in al! probability 
this was a case of extra-uterine pregnancy develop- 
ing between the layers of the left broad ligament. 

There were several points of interest about this 
case. The first was the anatomical diagnosis. As 
soon as the abdomen was opened the authors were 
struck by the unusual thickness of the gestation 
sac and this, together with the attachment of the 
placenta to the side wall of the pelvis and the 
presence of the Fallopian tube, stretched across the 
surface of the sac, suggested that the pregnancy 
had developed between the layers of the broad 
ligament and that thus, in addition to the usual 
foetal membranes, there had been an adventitious 
This view was supported by 
external serous 


layer of peritoneum 


histological evidence because an 
layer with some underlying connective tissue was 
The authors assumed that the original 


site of implantation had been the tube, that sub- 


discovered 


sequent rupture had led to extrusion of the embryo 
between the layers of the broad ligament and that 
further development had occurred in that site. 
Closer scrutiny of the history of the early part 
of the pregnancy failed to reveal 
that could be identified the 
tubal rupture. The absence of any very marked 


any incident 


with occasion of 
and outstanding abdominal pain associated with 
collapse suggested, of course, that she might have 
had a tubal abortion and that the villi had later 
implanted themselves on the posterior surface of 
the broad ligament. Subsequent penetration by 
trophoblastic action might account for the preg- 
nancy becoming subperitoneal and could explain 
the presence of the serous layer over the sac. Serial 
sections of the tube were not cut but there was no 
naked eye evidence of rupture, which would seem 
to support the suggestion of tubal abortion. 


The point worthy of note the 
presence of blood in the liquor amnii. The liquor 
was intimately mixed with the blood and contained 
flakes of fibrinous clot. It is possible that the 
aspirating needle had penetrated a vessel but both 
the observers were quite sure that the uniform mix- 
ture of blood and liquor could not have resulted 
from such operative trauma and they considered 
that the blood had resulted from haemorrhage into 


second was 
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the sac some time earlier, otherwise such uniform 
mixture would not have occurred. Presumably 
the bleeding came from the foetal surface of the 
placenta or from one of the vessels of the cord, but 
its exact source was never found. The authors 
assumed that the bleeding had been produced by 
the manipulations designed to correct the malpres- 
entation. 

In the published literature on extra-uterine 
pregnancy many various and differential diagnoses 
are listed and one of the most common of these is 
accidental haemorrhage. In no had the 
authors discovered any mention of the occurrence 
of bleeding into the sac. 


case 


Mrs. A. E. Marrow described a case of 


FuLL-TimMe ABDOMINAL PREGNANCY 


Abdominal pregnancy has been of great interest 
to medical and laymen since earliest times, and is 
of sufficient rarity to warrant presentation of 
another case. 

The first record would seem to be 
Mercury who was delivered from the side of 
Jupiter. Mercury was of course the god associated 
with illicit love; and as septic abortion and gonor- 
rhea are both predisposing factors to tubal and 
therefore secondary abdominal pregnancy this 
myth seems to have been a very apt one. 


case on 


From the time of Albucasis in the eleventh cen- 
tury cases have been reported, until Suter and 
Wichser (1948) reviewed reviews on four series of 
cases, the largest of which numbered 316, and 
added 41 new ones from the literature. 


From the early obscurity as regards aetiology, 
diagnosis and treatment we have emerged into 
relative clarity. Abdominal pregnancy is nearly 
always secondary to tubal gestation and therefore 
predisposed to by sepsis; diagnosis, with the aid 
of careful history and examination and expert 
X-ray, can often be made pre-operatively; and 
according to Jarcho (1949) and Mason (1940) im- 
proved operative technique, and especially the 
abandoning of marsupialization of the placenta, can 
reduce maternal mortality very considerably. 

In spite of this, full-time abdominal pregnancy 
remains one of the most difficult conditions with 
which an obstetrician may have to deal. 


, 
ate 
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The case here presented of Mrs. W. L. is one 
in which I feel both the patient and the operator 
were very fortunate 


Case Report. 

The patient was a married woman aged 34 with 
a history of 2 previous pregnancies—the first in 
July 1942, resulting in normal delivery at term, 
and the second in 1948, a 10-weeks miscarriage. 
This may possibly have been induced, as the 
patient was at first distressed when she was asked 
for a full history of this last pregnancy and said 
she had not done anything to herself. 

There was no other relevant past history As 
regards this pregnancy her last period had been 
early January so that she was due in mid-October. 
She was very definite about having been com- 
pletely fit throughout. 

On 7th October she developed dull abdominal 
pain, and on oth October she had intermittent 


abdominal pains throughout the day, and 
examination by her midwife and, later, her 
doctor, caused some bleeding per vaginam. She 
was therefore admitted to Grantham Hospital 


where X-ray examination showed a transverse lie. 
She was transferred to the Nottingham Women’s 
Hospital and on arrival there at 10.45 p.m. her 
general condition was good; pulse 80, blood- 
pressure 150/85, and nothing abnormal was found 
in heart, lungs or urine. There was considerable 
growth of hair on her chin and upper lip and she 
was of low grade mentality. 

On abdominal examination the child lay trans- 
versely with the head under the right costal 
margin, and there was a space of about 3 inches 
between the gestation and the pelvic brim. The 
foetus was in an attitude of extreme flexion and 
ilteration of the position was impossible with 
gentle manipulation. The foetal heart was heard 
very clearly. 

In view of this it was decided to perform 


Caesarean section without preliminary vaginal 
examination. 
The anaesthetic used was 1.5 ml. of heavy 


nupercaine and pentothal 


Operation. 


The abdomen was opened by a left subumbilical 
paramedian incision. \t the upper end of the 
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wound omentum was found to be adherent and 
this was ligated and divided. The uterus, en- 
larged to the size of an 8-weeks pregnancy was 
found drawn up a little into the abdominal cavity 
so that the cervix was elongated. There was some 
blood clot, organized blood clot and adherent 
omentum in the utero-vesical pouch. Above the 
uterus was a large mass having the outward 
appearance of an ovarian cyst and measuring 
approximately 10x 5x5 inches. It was attached 
to the uterus by a wide pedicle which contained 
the uterine end of the right Fallopian tube and 
many large vessels, and was intimately attached 
to the right round ligament, below which it ex- 
tended into the right fornix. Anteriorly it was 
attached to the abdominal wall by very fine 
adhesions, and posteriorly mainly by fine adhe- 
sions, but in some places by thick bands of tissue 
containing vessels. There were also a few fine 
adhesions to the upper border of the uterus. The 
left half of the mass was relatively free. The left 
tube and ovary were buried in fine adhesions and 
attached to the posterior surface of the uterus. 
There was some free fluid and organized blood 
clot in the abdominal cavity. 

The incision was enlarged and the mass delivered 
from the abdominal cavity without much diffi- 
culty. 
the involved 
piece of the round ligament removed, and the 
majority of the vessels running into the right side 


The main pedicle was divided, 


of the sac divided. When only a few fine adhesions 
were left posteriorly the child was felt to move. 
The sac was immediately opened and the child 
delivered easily. There was a very little dark 
green liquor. The cord was ligated and divided 


and removal of the sac completed as quickly as 


possible. There was a little oozing in the right 
fornix which was packed with Oxycel gauze. The 
patient’s condition throughout operation was 


satisfactory and her progress was good for 8 hours 
when her pulse rate rose to 100 and she became 
cold, clammy and shocked. Her abdomen was 
soft and not tender and she responded well to 1 
pint of Group A Rh positive blood. On the 
second and third days her temperature was 99.6 
but then settled, and by the eleventh day the 
abdomen was healed, and on vaginal examination 
the cervix was found to be closed and the uterus 


= | 
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anteverted and normal in sizc 
on the fifteenth post-operative day. 

The child, a female weighing 5 pounds 12 ounces, 
was apparently at term but very thin. The head 
was flattened on the right side, there was torti- 
collis, and both arms and hands were fixed in 
extreme flexion by skin contractures, as were the 
legs. There was bilateral talipes equinovarus, the 
pelvic girdle and legs were small in proportion to 
the rest of the child, and there was failure of 
closure of the lower part of the urethra, The child 
breathed immediately but there was obviously 
iteleectasis, specially in the right lower lobe. In 
view of the multiple deformities resuscitation 
was not persisted in and the child died after 
2 hours. Postmortem revealed no internal mal- 
formations, 

The placental sac was thin walled: the cord was 
double on leaving the placenta but united after 


ibout 2 inches 


The outstanding feature of this case is the 
ompleteness of the placental sac, which made 
operation comparatively easy and diminished the 

to t mother very considerably 

Pre-operative diagnosis was not made but mal 
presentation with haemorrhage obviously called 
for laparotomy without vaginal examination; 
there was no history of upset in early pregnancy 
ind the X-ray available was not very clear. 
Foetal salvage is alwavs small and malforma 
tions are common; at least one third of the small 
number born alive have major or minor deformi- 
ties and no more than half will survive for more 


than 8 davs (Suter and Wichser, 1948 
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Discussion 


Mr. Waters described a case of his where the 
placenta had eroded into the back of the uterus 
und actually destroyed a great deal of the muscula- 


ture 


She was discharged 


Mr. Jeaffresen remembered two cases in his 
practice. In one of these the original pregnancy 
had occurred in a rudimentary horn. In his 
second case an extremely fine layer of muscle 
tissue surrounded the gestation sac. 

Dr. E. A. Gerrard also remembered a some 
what similar case where a pregnancy had been 
implanted in the rudimentary horn of a uterus and 
had subsequently ruptured into the abdomen 
Later a channel had been demonstrated between 
the rudimentary horn and the cavity of the uterus 
proper 


Dr. E. E. Rawlings and Dr 
described a case of 


R. War 


CONJOINED TWINS 


rhis article appears on page 452 of this issue 


Discussion, 


The President recalled having encountered a 
similar case, He also related an amusing incident 
where in a case of foetal ascites a baby’s head 
had been pulled off by a terrified probationer 
nurse. In this condition of foetal ascites many 
curious things occurred and Mr, Evers remembered 
having received a message from a practitioner to 
the effect that he had delivered the baby’s head 
twice but on each occasion it had gone back. This, 
of course, proved to be a child with foetal ascites. 

Dr. R. L. Hartley described a case of his 
where a thoracopagus had been diagnosed by 
X-ray, laparotomy had confirmed the presence of 
i double monster and this baby had breathed for 


some time. Later a radio-opaque fluid had been 


injected into the femoral artery and an arterio- 


gram obtained 


Mr. D. C. Racker read a short paper on 


THe To THE LOWER END OF THE 
URETER AND ITs RELATION TO WERTHEIM’S 
HYSTERECTOMY. 


This article will appear in a later issue 
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Discussion, 
It was decided to postpone full discussion of 
this until some later date. 


NORTH OF ENGLAND OBSTETRICAL AND 
GYNAECOLOGICAL SOCIETY 


DECEMBER 1950 


At a meeting of the North of England Obstetrical 
and Gynaecological Society held in the Royal 
Victoria Infirmary, Newcastle upon Tyne, 


Mr. H. R. Arthur described a case of 


PortaL THROMBOSIS 


He said that this case of pregnancy, compli- 
cated by signs of suppurative thrombophlebitis, 
portal thrombosis and psoas abscess, was presented 
as a diagnostic problem for discussion. 

The patient, a woman of 28 years of age and a 
gravida-5, was admitted to the medical wards with 
a history of 4 months amenorrhoea and a general 
illness with sore throat, vomiting, pains all over 
and fever for one week. There was a history of 
attempted abortion with various pills, and treat- 
ment of this immediate fever with M. & B. She 
had also had a bright red vaginal loss at the 
beginning of the week prior to admission, but on 
admission had only a brown discharge. Her 
temperature was 101°, and pulse 130. She was 
delirious and sweating, with rapid shallow respira- 
tions and a furred tongue. On examination the 
chest was normal but there was abdominal dis- 
tension with marked lower abdominal tenderness. 
On vaginal examination there was tenderness and 
thickening of the fornices and a closed external os. 
A diagnosis of pelvic peritonitis and cellulitis 
complicating a 4-months pregnancy was made and 
she was treated with sulphonamides and penicillin. 
She was discharged apparently well, with the 
pregnancy continuing, one week after admission. 
Five-and-a-half weeks later she was re-admitted 
to the surgical ward as an emergency with 2-weeks 
history of pain and numbness in the right thigh and 
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leg and one week’s history of pain in the back 
which had become much worse in the 2 days 
prior to admission. The only abnormal physical 
finding was a tender swelling in the lower part of 
the right lumbar region which had the appearance 
of an mflammatory swelling and which was suc- 
cessfully treated with penicillin and aspiration 
with complete remission of the symptoms. 
Bacterium coli was the only organism cultured 
from the pus. Two weeks later she was re- 
admitted with recurrence of the swelling and pain 
in the right leg and vomiting and on this occasion 
distended veins were noted in the abdominal wall 
both circum-umbilical and inguino-axillary. Full 
investigation polymorphonuclear 
leucocytosis but no other abnormality and again 
the acute symptoms subsided on chemotherapy. 
She was discharged and referred to the antenatal 
clinic for booking. 


revealed a 


She attended the clinic first a week later, on 
18th May, when she was found to be febrile, toxic 
looking and complaining of much pain in the right 
leg. The venous distension in the abdominal wall 
was still marked and there was a normal 7!.- 
She was admitted forthwith 
for investigation and, in addition to the right 
lumbar swelling, which was still painful, signs o! 
consolidation were found at the base of the left 
lung. On the only abnormal 
findings were a leucocytosis of 14,000 and an 
opacity at the left base in the chest X-ray, which 
confirmed the physical findings. 
damage were found. 

After consultation with Dr. Richardson a 
diagnosis of infective thrombophlebitis migrans 
was suggested, originating at the time of her 
original infection in February and producing in- 
farcts in the left lung base, the right lumbar area 
and possibly the right sacro-spinalis though the 
symptoms in the right leg were considered 
possibly to be due simply to associated muscle 
spasm from the lumbar lesion. Finally, it seemed 
clear irom the distribution of the dilated 
abdominal veins that the thrombophlebitis had 
involved the portal vein in addition to the 
systemic veins. 


months pregnancy. 


investigation 


No signs of liver 


The patient was put on a course of heparin, 
dicoumarol and penicillin, and it was decided to 


/ 
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induce premature labour when the symptoms were 


improved. 

For 3 weeks she was treated with antibiotics and 
anticoagulants with improvement in the general 
condition but gradual increase in the abdominal 
venous distension and fluctuation in size of the 
mass in the right lumbar region. Induction of 
labour was then considered but had to be post- 
poned because of an intercurrent attack ot 
infective diarrhoea which responded to Sulpha- 
guinidine and an intravenous glucose saline 
infusion. On 26th June the membranes ruptured 
S| aneously and she had an easy labour of 6% 
hours with a normal delivery of a 6-pounds baby. 
She was not apparently distressed by the labour 
ind the postpartum loss was normal. Ergometrine 
).125 mg. was given intravenously with the birta 
of the shoulders. 

In general, the patient seemed improved follow- 
ing the delivery of the baby but the loin swelling 
remained and she was transferred on the 8th day 
to a surgical ward for incision and draining of the 
lumbar abscess. At operation the abscess was 
found to be a psoas abscess containing about 8 
ounces of pus. The cavity continued to drain tor 
several weeks during which time her general 

»ndition improved and the venous distension 
became less marked. 

She has, however, since been re-admitted to the 
surgical wards with continued discharge from the 
-inus and the question of a possible basically tuber 
ulous infection is now under investigation. X-ray 
f the bones now shows early osteoporosis in the 
region of the right hip and particularly of the 
third and fourth lumbar vertebrae whereas before 
hey were all normal. 

Discussion Mr. F. Stabler asked on what 
srounds this condition was diagnosed as portal 
ybstruction and remarked that had such a con- 
lition been present there would have been disten 
ion of veins around the oesophagus, umbilicus 
ind the anal canal. He also remarked that portal 
vein obstruction would not produce distension of 
eins running from the groins to the axillae; vena 
ava obstruction might. 

Professor T. N. A. Jeffcoate also thought that 
t was quite likely that this case was associated 
with vena cava obstruction and said that he had 
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never seen a case of purpura developing postpartum 
haemorrhage. The clotting power of the blood was 
not the main factor in controlling postpartum loss. 

In reply, Mr. Arthur said that umbilical and 
anal veins had been distended in his case. 


Dr. W. Calvert described 


AN OPERATION FOR INGUINAL HERNIA IN THE 
FEMALE. 


He did not claim that his short paper introduced 
any major advance in surgical technique and he 
admitted that the idea of repairing a hernia from 
within the abdomen was not new. The scope of 
the operation is, oi course, limited, as it may be 
applied only to those women undergoing abdo- 
minal hysterectomy who also have inguinal 
hernia. The writer had been able to find only 
5 such cases during the last 2's years. He pointed 
out that every surgeon faced with a patient who 
has two lesions is tempted to attempt the cure of 
both at one operation; there is much justification 
for this attitude as it is extremely disappointing 
for a patient to be told that she has recovered from 
one operation but has to undergo another. Again, 
no surgeon likes to make 2 incisions # one will 
suffice. The principle of Dr. Calvert’s operation is 
the utilization of the round ligament in the repair 
of the hernial orifice, and on account of its very 
nature it 3s limited to those patients who are under- 
going hysterectomy or otherwise it not justi- 
fiable to deprive the uterus of one of its supports. 

The abdomen is opened in the usual manner and 
hysterectomy carried out in the routine way 
except that the first step is to ligate and divide 
the round ligament close to the uterus on the 
same side as the hernia. After the uterus has been 
removed, but before the peritoneum covering the 
pelvic floor is repaired, the round ligament is 
trimmed away from the broad ligament and from 
the peritoneum as far as the internal abdominal 
ring. A finger is now inserted into the hernial 
orifice and the limits of the sac defined. Before 
doing this it is essential to catch the cut edge of the 
peritoneal layers of the abdominal incision other- 
wise this may be pulled inwards away from the 
midline so that subsequent closure of the abdomen 
is made difficult. A Spencer-Wells forceps is then 
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passed along the finger into the hernial sac and 
this is then drawn back into the abdompnal cavity. 
The sac is transfixed, ligatured and the redund- 
int peritoneum excised. The round ligament is 
then pulled gently upwards and sutured to the 
lower margin of the internal abdominal ring. A 
further suture fixes it to one side of the internal 
abdominal ring, another suture to the opposite 
side and so on until the hernial orifice is, as it were, 
darned with the now unnecessary round ligament. 
In most cases the procedure is very quickly done, 
any difficulties encountered are those of access only 
and can usually be met by elevating the operating 


table 


best obtained by spinal anaesthesia. 


Good relaxation of the abdominal wall is 


Dr. Calvert has operated on 5 cases so far, and 
ill of these have been cured. In none of them has 
iny sign of recurrence occurred although he was 
careful to point out that the maximum interval 
since operation so farwas 2!; years. As far as 
Dr. Calvert could discover, no operation of this 


nature has so far been described in the literature. 


Mr. F. J. 
specimen of 


Burke then showed a most unusual 


A FULL-TIME INTRA-UTERINE PREGNANCY 


ASSOCIATED WITH A FULL-TIME EXTRA-UTERINE 


PREGNANCY 


He pointed out that when this patient was first 
seen twins were diagnosed; she had been X-rayed 
and the susprion confirmed. At that time it was 
thought that in all probability one foetus was dead. 
Later the patrent went into labour; one child was 
born quite normally but there was no sign of the 
the child. 
attendance put his hand into the cavity of the 
uterus and found that it was empty. 
When the abdomen 
opened a large amount of haemorrhage was found 


existence of second A registrar in 
Laparotomy 


was decided upon. was 
in the broad ligament and the ectopic child dis- 
covered. Supravaginal hysterectomy was carried 
out. 

Mr. Burke pointed out that in all some 400 cases 
of combined intra- and extra-uterine pregnancy 
had been described in the literature but the vast 
majority of these had only gone on to 3-months 


maturity. 
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Mr. H. Harvey Evers then delivered his 


PRESIDENTIAL ADDRESS 


Officers, fellows and members of the North 
of England Obstetrical and Gynaecological Society, 
allow me first to thank you, as sincerely and 
deeply as mere words will permit, for a most 
memorable and happy year. I will never forget 
the willing help and co-operation of our officers and 
the loyal support of our fellows and members. 

This is the Diamond Jubilee Year of the Society, 
and only the which the 


Newcastle Group has provided your President. I 


second occasion on 
feel acutely conscious of this great honour—and 
at the same time deeply humble in the contempla- 
tion of all those great men who have preceded me 
Throughout the year I have heard you 
and 


in office. 
gree 
and disclaim, with equal eloquence. 


criticise, avow 
Whatever 
has been said you have always been vouchsafed 
the privilege of a reply on equal terms. But now 
you are called to the supreme test of your endurance 
and fortitude—the Presidential Address. For this, 
in this Society at any rate, there are no terms of 
The 
choice ts therefore a purely personal one. And 
I personally choose to think that it should justify 
kind of 
scientific, or merely technical. I 


and disagree, approve 


reference and no precise title demanded. 


itself by some message, be it moral, 
ethical, 
assailed by a 
but speaking as one whose whole background, 
instinct rather than 
scientific or academic, I will cause you no astonish- 
ment by giving pride of place to a plea for 
“Humanity or ‘‘Humanism’’. At all 
indispensable to the practice of medicine, it has, 


am 


whole host of such messages. 


and training is clinical 


times 


to my mind, become increasingly so of late in view 
of the rapidly changing face of the professton. 
The 


bewildering 


present half-century has witnessed 


progress, from the 
scientific approach, from the study of structure to 
the investigation of function 


transition to the celestial realms of psychology 


empiricism to 
and hence by easy 
and even psychotherapy. In considerable part this 
is due to the rapid advance of the basic sciences. 
But medicine has been quick to seize these ad- 
vances and turn them to her own advantage. 
Nevertheless, with all her adornments, 
medicine is not all science. For it deals with human 


new 


486 
life. Man is more than his chemical content; and 
who am I to estimate a woman? Cold science and 
hard facts have a place, a most important place, in 
medicine; but between the patient and the doctor 
who interprets these facts at the bedside, there 
must be another bond, a third intangible com- 
ponent, a link between science and sentiment. 
And surely the intensely personal and emotional 
background of midwifery makes vast demands on 
this component. Two hundred years ago Smellie 
imbued 


wrote that an obstetrician should be 
with a natural sagacity, resolution and prudence, 
together with that humanity which adorns the 
owner and never fails of being agreeable to the 
distressed patient.’’ So it is; advance and change 
what will, this quality will never alter, being of 
itself a perfection. 

The beneficence of science has placed at the 
disposal of the doctor increasingly more potent 
means of diagnosis and treatment, but it is by the 
understanding and wisdom with which he uses 
them that he will ultimately be judged. We 
cannot be expected to comprehend in detail the 
tremendous and continuous advances in all 
branches of medicine. Art is too long and time too 
short for every man to cultivate his own penicillin. 
And who amongst us does not feel mouldy enough 
at times to provide plenty of pasture? 

What then should be our attitude as obstetri- 
clans to these advances in our own and sister 
specialities? Three tenets suggest themselves. 
‘‘ Where ’’ and ‘‘ When ’”’ If there has 
been an advance, where to turn for it and when to 
use it. 

It is incumbent on us, and I speak for many of 
us who are, or are likely to become, teachers of 
our speciality, to encourage the enquiring mind, 
to foster the capacity to learn, to stimulate the 
appetite to know to avoid the categorical 
cramming of facts—that great cause of intelle« 
tual indigestion: to use other more stimulating 
instruments of teaching: to avoid the pitfalls of 
specialism and the morbid excesses to which it 
leads. This is no argument for over-simplification 
of complex subjects, but rather for adherence to 
general principles in undergraduate training 


Now I would not suggest that the patient has 
the exclusive right to one’s humanity. I am more 
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and more convinced with the passage of the years 
of the necessity for loyal, cordial and sympathetic 
relations with one’s colleagues. 

It is especially apposite to this address, for 
surely this is one of the chief reasons for the 
existence of this society. We listen to papers, to 
the presentation of cases and specimens. We 
discuss them, exchange views, hear and express 
ideas, all to our mutual advantage and interest, 
and ultimately we hope to the benefit of our 
patients. But I venture to say that most of us 
find the social contacts, the friendships and the 
more intimate and frank exchange of experiences 
at and after the Dinner, just as helpful and 
informative, and perhaps more so. We unmask 
our differences in outlook, in interpretation, and in 
method, and it is well that it should be so. For, 
to quote Sir Henry Cohen, ‘‘ Unanimity m an 
assembly is the forerunner of its decline.’’ We 
become less prone to hostile and destructive 
criticism of our colleagues, especially in the 
handling of patients. Of all the branches of 
medicine, Midwifery is, perhaps, the most sus 
ceptrble to criticism. The man in the street 
claims some knowledge of such a simple physio- 
logical process—-every woman has a considerable 
smattering—-and one who has had a child is an 
expert. Even doctors are prone to wisdom after 
the event. It is so easy to remember one’s own 
successes and other people’s failures. Without 
full knowledge of the details, it is so simple to 
criticise. But the critical faculty serves its best 
purpose with a doctor when it is self-directed. 
Thereby he is more likely to profit. Loose, adverse 
criticism can be so hurtful, and it can have pro- 
digious repercussions. Quite recently I was 
abruptly reminded of this by a play dealing with 
an historic obstetrical disaster which points so 
many valuable lessons that I propose to make it 
the main thesis of my address. 

But first let me set the scene. England is 
licking her victorious wounds after a war with a 
near European neighbour. The meteoric career 
of a dictator, a one-time corporal, has crashed in 
ignominy and disaster. England’s stand against 
invasion and domination has made her suspect, 
even to her erstwhile friends. Her neighbours are 
distrustful—even antagonistic. Domestically she is 
weary and reeling from the administration of her 
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post-war politicians and economists. Her un- 
preparedness for war has drained her coffers and 
reduced her reserves to shameful penury. High 
cost of living, over-taxation and post-war inflation 
are causing severe hardship to the people. Strikes 
fostered by radical agitators are everyday events. 
Unrest and discontent abound. But on the 
horizon is one bright spot to cheer the masses; 
a Royal Princess, Heiress Presumptive to the 
English throne, is expecting her first baby in 
November. History is in the making. But the 
vear is not 1948 but 1817, and the Princess the 
only child, legitimate at any rate, of the Prince 
Regent. 

The Regency period has passed into history as 
a golden era of architecture and the sister arts, 
but it would be only accurate to say that the 
Regent himself was merely a coincidence. In fact 
it flourished in spite of his influence if we are to 
forgive him his Pavilion at Brighton. 

The English Court of 1817 was a flamboyant 
affair and suffered from every form of extrava- 
gance and corruption. George the Third, now com- 
pletely blind, spent his time in a padded room in 
Windsor ( 
the Regent who practised every torm of improvi 
He had been privately married 


istle; the Crown was at the mercy of 
dence and excess. 
ior some years when the necessity of a Queen was 
thrust Hts 
Caroline ill-starred 


him. marriage to Princess 
and lasted only long 
enough for her to bear him a daughter. Three 
months after the little Princess Charlotte was born, 
her mother, the Princess 


Caroline, who was from that time completely 


upon 


was 


she was taken from 


abandoned. 


And so we see the sorry domestic background 
of the Princess Charlotte. It is not unlikely there- 
fore that the domestic chaos of her parents instilled 
im her a certain shrewdness, for she rejected the 
Prince of Orange, the person selected by the Regent 
and his Ministers, and married instead the Prince 
Leopold of Saxe-Coburg, the husband of her own 
choice. This was the Leopold who afterwards 
became the first King of the Belgians, and the 
ancestor of the Leopold who so recently abdicated 
in favour of his son. 


From all contemporary literature, which at that 
time bore no press restrictions, it would seem that 
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the marriage was extremely happy. The young 
couple lived away from the Court at Claremont, 
near Esher, having refused an official residence in 
the City of London. Stories of their devotion and 
simple country life found ready hearing with the 
people who were surfeited by the Regent’s excesses. 
Small wonder then at the universal rejoicing that 
the Princess Charlotte, Heiress Presumptive, was 
to have a child, but it is quite impossible at this 
distance to appreciate the overwhelming grief at 
the disastrous issue. She died at 2.30 a.m., on 
the 6th November, 1817, 5'; hours after giving 
birth to a g pounds stillborn son. 


To any historian this twofold has 
tremendous significance for it broke the direct line 
of the English monarchs and led ultimately to the 
accession of Queen Victoria. I remember first 
reading about this tragedy as a schoolboy and the 
unhappy ending to the story of a princess made a 
lasting impression. It was only later as a medical 
student that I discovered the far too prevalent 
belief that her doctors were to blame. From this 
it was an easy step, as we shall see, to my interest 
in the third stage of labour, a subject to which so 
much attention has been directed in recent years. 
At this juncture, I should say that in the 
preparation of the rest of this address I have 
consulted a considerable amount of literature and 


tragedy 


have engaged in personal correspondence a lot of 
very interesting people, 


Many accounts of the Princess Charlotte’s 
labour are on record but it was only this year, 1950, 
that Laurence Dopson was graciously permitted 
by His Majesty the King to publish the official 
document (Royal Archives, Georgian Papers, 
50067). Briefly it is as follows: 

“The labour of Her Royal Highness Princess 
Charlotte began at 7 o'clock on Monday evening, 
the 3rd November, 1817, and terminated at 
9g o'clock on Wednesday evening, the 5th 
November, in the birth of a stillborn male child. 
The labour therefore continued during 50 hours. 
The exertions of the uterus were feeble throughout 
the greater part of the labour but during the last 
few hours were strong and more satisfactory. As 
the labour was very tedious, Dr. Sims was sent for 
by Sir Richard Croft on Tuesday evening, and 
arrived at o'clock on 


Claremont about 2 
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Wednesday morning. He concurred entirely in 
opinion with Sir Richard Croft respecting the 
situation of Her Royal Highness, and that as long 
as the labour was making progress, although 
slowly, the conduct of it should be left to nature. 
Instruments were at hand to assist the uterus if 
it were thought advisable to employ them. During 
the whole of the tedious labour, Her Royal High- 
ness was cheerjul, looked well, and her pulse was 
good. She often walked about the room and was 
very little on her bed. 

The child was born, as mentioned before, at 
o in the evening; and, as upon examination, an 
hour-glass contraction of the uterus was discovered, 
Sir Richard Croft took away, with the concurrence 
of Dr. Sims, the afterbirth about twenty minutes 
before 10. 

Her Royal Highness ippeared. quile as well as 

ymen commonly do after so tedious a labour and 
much better than they often do under such cir 
cumstances till about a quarter before 12 that 
night. Her Royal Highness then complained of 
some sickness and singing in her ears. Soon after 
this, Her Royal Highness threw up from her 
stomach a little fluid, which seemed chiefly some 
camphor mixture which she had swallowed. She 
then became a little irritable and began to talk 
too much. About a quarter before 1 Her Royal 
Highness complained of great uneasiness in her 
chest, and breathed with great difficulty; her pulse 
was very feeble and irregular, and she became 
extremely restless, not being able to remain a 
single moment in the same posture. This very 
ilarming state continued, and kept increasing till 
half past in the morning when her Royal 
Highness expired. Her mind was entire through 
out the whole of the dreadful attack 

The child had been born dead, but appeared 
not to have been dead long. The most strenuous 
efforts were made to re-animate it by means which 
had been previously provided but they were 
unavailing. Some circumstances had rendered it 

bable that the child would be stillborn and 
therefore every means of recovery were in readi 
ness 
November oat 1817 Srenatures 

M. 
RICHARD CROFT. 


Stms 


In view of his own special position in the case 
John Sims was impelled to add the following post- 


cript to the memorandum : 


‘* As some of the above circumstances could not 
come under my immediate observation, not having 
seen Her Royal Highness till symptoms of 
danger occurred, I beg leave to add that on my 
arrival at Claremont, Sir Richard Croft proposed 
to mention it to Her Royal Highness, and to 
introduce me; but as the state of labour at that time 
precluded all thoughts of having recourse to any 
urtificial assistance, both Dr. Baillie and myself 
thought that this was not only unnecessary but 
unadvisable. And as the labour continued from 
that time to the end progressive, there was no 
period of it at which the question about the pro- 
priety of using instruments could have been enter- 
tained. I was in the adjoining room the greater 
part of the day and was continually informed of 
the state of the labour, and could have seen Her 
Royal Highness whenever it had been thought 
advisable. When it was found that the afterbirth 
did not come away favourably, I was perfectly 
satisfied with Sir Richard Croft’s representation, 
and quite agreed with him in the propriety of 
removing it. I was at that time engaged in 
fruitless efforts to re-animate the child; and the 
introduction of a stranger at that moment to the 
Royal patient as it appears to me, was particu- 
larly objectionable.’’ 

Jno. Sims 


Before discussing the purely obstetrical details 
of the case we might profitably consider the pro- 
fessional status of these medical men. 

Matthew Baillie, born in Hamilton, Lanarkshire, 
and nephew of the Hunters, was at this time a 
man of 56. He had worked with William Hunter 
and later succeeded him at the famous school in 
Windmill Street. He was essentially an anatomst 
in its widest sense, particularly interested in 
morbid anatomy to which he made considerable 
contributions. During his last twenty years, 
however, he was the most successful general 
physician in London. Like his uncle, John Hunter, 
he was on the staff of St. George’s Hospital, and 
later physician to George the Third and several 
other members of the Royal Family, including the 
Princess Charlotte. He refused the honour of a 
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baronetcy and was the last of the famous physicians 
to have the distinction of carrying the Gold- 
headed Cane which was passed to him by the great 
Dr. Pitcairn. Subsequently Baillie’s widow 


presented this much coveted emblem to the Royal 
College of Physicians, where doubtless some of 


you have seen it. 

In 1817 he had long ceased to practise midwifery. 
Such knowledge as he still retained would be a 
legacy from the ultraconservative teaching of his 
uncle William. His wife was one of the twin 
daughters of Thomas Denman who was William 
successor in the same _ conservative 
In no sense could he be regarded as 


Hunter's 
tradition 
responsible ior the obstetrical care of the Princess, 
but as the leading physician he had charge of her 
general medical care. 

John Sims, the son of a doctor, a Quaker and 
an Edinburgh graduate, though born in Canter- 
bury, came to London at the age of 30 and inter- 
ested himself particularly in midwifery from the 
outset of his career. At the time he was called to 
the Princess he was a man of 68 and regarded as 
one of the finest and most, experienced obstet- 
ricians of his day. He was Crott’s senior colleague 
on the staff of the Surrey Dispensary and Charity 
for delivering poor women in their homes (now 
the Royal Charity) and _ practised 
from Paternoster Row. A member of the Council 
of the Medical Society of London and of its 
Midwifery Committee and ultimately its President, 
his professional reputation in his speciality stood 
very high indeed. An erudite man of 
cultural interests, he was an emiment botanist, a 
pioneer in the science of shorthand as well as an 
authority on practical obstetrics. You will recall 
that in his addendum to the official account pre- 
viously quoted, Sims explained why he never saw 
or examined the Princess until 3% hours after the 
delivery. In a private and very confidential letter 
written ten days later to his friend, Dr. Joseph 
Clark of Dublin (and only divulged 30 years later 
in the British Record of Obstetrics, Medicine and 
Surgery, etc.), he says ‘‘ That I did not see Her 
Royal Highness more early was awkward; and it 
would have been better that I should have been 
introduced before the labour was expected: and it 
should have been understood that when the labour 
came on I should have been sent to without waiting 
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to know whether a consultation was necessary or 
not. I thought so at the time. But this is entirely 
entre nous.”’ 


Richard Croft, at this time about 65 years of age, 
had married the other of Thomas Denman’s twin 
daughters. After some years in apothecary practice 
in Staffordshire, he came to London and trained 
under and ultimately succeeded Denman at Queen 
Street, Covent Garden. He also went to Bart’s., but 
search of the hospital records reveals no mention 
of him either as a student or a resident. He was 
soon elected to the Honorary Staff of the Surrey 
Dispensary, previously mentioned, where he must 
his 


As Denman’s successor he was quickly 


have gained considerable experience in 
speciality. 
recognised as one of the leading obstetricians of his 
day. He acquired an extensive private practice and 
was appointed physician accoucheur to the Court 
of the Princess Charlotte. As such he was in 
supreme charge of her confinement and was in 
residence at Claremont for three weeks before the 
event. Unfortunately he made a very unfavourable 
impression on Stockmar whose antagonism and 
asperities later recorded in his diary did much to 


sully Croft’s reputation. 


This remarkable little German doctor (later 
Baron) Christian Frederich Stockmar had become 
friendly with Prince Leopold during his five years’ 
military service in the Napoleonic Wars. Invited 
to England as Leopold’s personal physician, he soon 
abandoned all semblance of his medical function 
and undertook the direction of Leopold’s personal 
affairs and of his court as Secretary, Keeper of the 
Privy Purse and Comptroller of the House 
hold. He accompanied Leopold, in much the same 
capacity, to Belgium in 1831, and for the next thirty 
years as guide, philosopher and friend of kings and 
princes, he wielded tremendous backstage influ 
ence in the diplomacy and politics of Great Britain, 
Belgium and Germany. He was later the intimate 
friend and adviser of Queen Victoria and Prince 
Albert, who reserved for him special accommoda- 
tion at Buckingham Palace, Windsor Castle and 
Osborne. At the time of the Princess’s pregnancy 
and labour, he was only 30 years of age. Having 
neither training nor experience in midwifery, he 
wisely refused to be in any way involved in her 
medical care. As so often happens, however, he did 
not hesitate, despite his technical ignorance, to 


wi 


criticise the methods of her medical attendants. 
Like Sims, he never saw the Princess during her 
labour until her state was declared by the physicians 
to be one of extreme danger, that is, about 2% 
hours before her death. 

The Princess, then in her 22nd year, *s believed to 
have had two previous abortions, only one of w hich 
was made known to the public. She was three- 
quarters of a century too early to receive real 
intenatal care, but she led a very quiet country life 
at Claremont. She was described as boisterous, 
buxom and florid. Her physicians summarized this 
is ‘‘ plethoric ’’ and later there was much adverse 
criticism of her treatment by bleeding, aperients 
and low diet. There is good reason to believe, how- 
ever, that these measures were only adopted during 
Sir Richard’s Croft's three residence at 
Claremont. At that time she was probably at least 
two weeks post-mature, and possibly had some signs 


weeks’ 


of pre-eclampsia. She had put on considerable extra 
weight and it is known that Croft was unable to 
find a vein in the antecubital fossa, probably due 
Consequently he was 
the back of the hand. 
Blood pressure recording was, of course, unknown 


to obesity and oedema. 
obliged to use a vein on 
and another twenty-five years were to pass before 
John Charles Weaver Lever of Guy’s discovered 
Dieting 
phlebotomy would not seem illogical at the present 


albumen in eclamptic urine and 
day, and both were the recognized treatment for 
the prevention of convulsions and haemorrhage in 
The 
Midwifery, 
published one year before the Princess’s death, 


advocates precisely these methods. At 


the eighteenth and early nineteenth centuries 
fifth edition of Thomas Denman’s 
all events, 
contemporary records all state that her condition 
it the onset of labour was excellent. 
he labour itself was a sinister combination of 
premature rupture of the membranes, incordinate 
uterine action, disproportion due to a large 9 pound 
baby, delayed third stage, with contraction ring 
and haemorrhage calling for manual removal of the 
placenta. Added to this was probably postmaturity 
and quite possibly an occipito-posterior position and 
an unengaged head. It is on record that her grand 
mother, Queen Charlotte, was alarmed by her 
sinister shape and inordinate abdominal enlarge- 
nent, so much that she doubted the calculated 


late and predicted trouble at the labour. I have 
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said previously that every woman who has had a 
The old Queen Charlotte's 
opinion ought to have been respected as she had 
at least thirteen children without a doctor! 


baby is an expert. 


The membranes were certainly ruptured at the 
onset of the labour—and may have ruptured two 
hours, or even more before. The description of the 
was quite typical of what we now call 
hypertonic incordinate uterine action 
these 


pains 
Though 
obstetricians termed ich labours 
tedious 


, we should remember that the types of 


earlier 
lingering laborious and 
spurious | 
inefficient uterine action were clearly recognized and 
accurately described. Eighteenth century writers, 
especially William Smellie, differentiated clearly 
this particular type, with partial, irregular, spas- 
modic contractions and severe, cramping general or 
local pain, distressing uneasiness in the back, and 
the incomplete 
emphasized by Miles Phillips. Nor did they fail to 
recognize the contributory factor of anxiety, mental 
strain and rigidity of the cervix—as well as the 
danger to the child even before rupture of the mem- 
branes. By way of treatment they had to rely on 
nourishment, stimulants, enemata, opiates and 
reassurance. And apart from forceps and Caesarean 


intermissions later so much 


section, have we really much more to offer at the 
present time? Smellie naively advises that clamour- 
ing relatives and patients be soothed by ‘‘ argument 
and if that fail, ‘‘ some 
innocent medicine to beguile the time and please her 
imagination’’. And, as recently as 1876, McClintock 


advises venesection and tartar emetic for those of 


and gentle persuasion ’ 


plethoric habit and quick strong pulse. 


We have no precise knowledge of the nursing of 
the Princess during her labour but we do know that 
she walked about in the early stages, and that she 
had one fairly good night, possibly helped by 
sedatives, and we may be reasonably sure that her 
experienced nurse, Mrs. Griffiths, saw to her food 
and morale. She might be regarded as too young to 
have an inefficient uterus, but we know well that 
this condition is no respecter of age. The longer 
labour of the older primigravida is due to rigidity of 
the soft parts and to the occipito-posterior position 
rather than to incordinate uterine action. Certainly 
there was no lack of possible emotional factors with 
the background of her parents’ domestic upheavals 
and intrigues. 
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The introduction of Lorand’s Tocograph in 1937 
and of Reynolds’ ‘‘ Multi-channel strain-gauge 
Tokodynamometer ’’ in 1947 have taught usa great 
deal about the tone and contractions of the varrous 
parts of the uterus under normal and abnormal 
conditions. Much of what we have learned has con- 
firmed previous clinical concepts and has converted 


intelligent impression into scientific knowledge. 


or feeble uterus 
of low rare and almost harmless, 
though tiresome to the patient, and that it 
may safely be treated by low controlled doses of 
oxytocin, dripped or repeated. We have confirmed 
that the same treatment for the hypertonic uterus is 
useless and dangerous. Oxytocin does not change 
the quality of the uterine action; its effect depends 
on the degree of tone and activity already present. 
It intensifies both normal and abnormal uterine 
action. We now recognize that the uterus of the 
primigravida has higher tone and weaker contrac- 
tions. We conceive that the uterine contractions pass 
asa wave of diminishing physiological activity from 
fundus to cervix, that the three sections of the 
uterus, and even the two halves may not act in 
correct that this disturbed 
polarity of the uterus may increase pain by rise of 
tone or tenston, and delay labour by retarding 
dilatation. Individual behaviour of each uterus in 
labour is reflected in the variable tocograph records. 
These, and many other things, we have confirmed 
or learned from the tocograph and its modifications. 
But while they may constitute considerable 
advances in the academic field, have they led to 


that true inertia 


tone is 


We 


know 


co-ordination, and 


more effictent treatment? Oestrogens, even intra- 
venous and even in large doses, trinitroglycerine, 
prostigmin, intra-venous magnesium sulphate, 
tetra-ethyl 
without result. 

And so we return full circle to reassurance, seda- 
tives, just what the 
Princess’s physicians and nurse employed during 
those fatal days in 1817. 


Should the Princess’s labour have been terminated 


immonium chloride all have been tried 


nourishment and enemata- 


earlier? And if so by what means? The answer to 
these questions must depend upon which stage of 
labour was prolonged and what indications arose. 
My own belief (not corroborated by some) is that 
the second stage only began ‘‘ a few hours ’’ before 
lelivery, for it was then thataccording tothe official 
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report, confirmed also in Sims’ confidential letter, 
the ‘‘ pains became strong and more satisfactory ’’. 
It is a common experience that uterine contractions 
in cases of incordinate action become much more 
effectual after the end of the first stage. As early as 
midday on Wednesday, that is, nine hours before 
delivery, there was some evidence that the child 
might be born dead. This probably means, though 
it is not definitely stated, that some meconium 
was escaping. It must be remembered that in 1817 
the evidence of intrapartum foetal death was to 
say the least equivocal—and that even the escape 
of pure meconium could not be accepted as proof. 
Denman’s 1816 edition refuses to accept it as 
infallible evidence even of distress and quotes a 
successful case in which meconium escaped for 
more than 30 hours before delivery. No guidance 
could be obtained from the foetal heart, for the 
first record of its auscultation did not appear until 
1818 (Mayer of 
independently by Jean 


Geneva— 
Alexandre 


the following year 
recognized 
Lejumean, a pupil of Leannex). 

The report states ‘‘ that the baby was stillborn 
but did not appear to have been dead long ’’ and 
Matthew Baillie spent over an hour in the adjoin- 
ing room in futile attempts to re-animate it by 
friction, chest pressure, brandy and mouth to 
mouth insufflation. And we are assured that all 
facilities for this purpose were well prepared in 
advance, It would seem, then, that, of the 50 hours 
of labour, 45 to 46 of these were occupied by the 
the 


of liquor and retraction of the uterus 


drainage 
killed the 
placental 


first stage, during which steady 
foetus by increasing pressure on the 
circulation. The second stage, though somewhat 
delayed, was steadily progressive and did not in 
the opinion of the attendants call for artificial aid. 

This is quite contrary to the views expressed 
by Playfair in a bitter letter addressed to the 
Medical Times and Circular, 29th November, 1872 
Accepting Stockmar’s prejudiced statement from 
his Diary published in that year that ‘' delivery 
was expected early on Tuesday morning ’’ he con- 
that the the 
stage from then till 9 p.m. on Wednesday, 
i that 


have 


siders Princess was in second 


more than hours. Surely in 
case some sloughing of 
been the 


likely that the patient suffered from the spurious 


soft parts would 


obvious at autopsy. It is more 


| 
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urge to bear down which sometimes emanates from 
the rectum in these cases of incordinate uterine 
action. It is surely inconceivable that humane 
experienced obstetricians like Croft and Sims, 
however conservative, would leave their patient 
more than 30 hours in the second stage of labour. 
It must be remembered that in the latter part of 
the eighteenth and early part of the nineteenth 
centuries, British obstetrics had entered into one 
of its ultra-conservative phases.! Smellie’s great 
success with his forceps in the mid-erghteenth 
century had led to tremendous abuses by his 
inexperienced and less dextrous colleagues, and 
this despite his meticulous instructions and grave 
warnings. The appalling injuries inflicted on 
mother and child resulted im a profound reaction 
against all forms of assisted delivery. ‘‘ Back to 
nature ’’ became the watchword of all reputable 
obstetricians in an earnest attempt to rescue their 
speciality from the wide disrepute into which it 
had been plunged. Sir Richard-Croft, and to a 
less extent Matthew Baillie, were in the direct 
line of William Hunter, Osborne and Thomas 
Denman, the most conservative representative ot 
an ultra-conservative regime. In prolonged, or 
difficult labour, the mother’s interest alone was 
considered, the foetus for reasons which | have 
mentioned, being completely ignored. All forms 
of interference, even uterine stimulation, even 
opiates, and especially manual dilatation or 
incision of the soft parts, were eschewed. Smellie 
himself reported cervical incision in two cases, both 
fatal. Fielding Ould had estranged his colleagues 
some years before by performing an episiotomy. 
Caesarean section had up to this time been per- 
formed on the living on ro occasions in this country, 
all fatal 

Forceps before full dilatation was unthinkable, 
and even at full dilatation were only to be used 
under the most stringent indications. Indeed, so 
violent was the reaction against the use of forceps, 
that we are assured by Denman that it had become 
the accepted custom of the eminent physicians on 


the staff of the Charity for delivering poor women 
in their own homes to use the vectis or one blade of 


the forceps as being safer, less damaging and at 
least as efficient as the whole instrument And, asl 
have previously indicated, Sims and Croft were 
members of the staff of that Charity. 
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William Hunter took great pride in displaying 
to his pupils and colleagues his forceps covered with 
rust in the bottom of a drawer. 

All reports concur that, throughout the first and 
second stages, the Princess was cheerful, looked 
well and her pulse was good. In the opinion of her 
attendants, therefore, no maternal indications for 
forceps were apparent, although full preparation 
had been made in case of this eventuality. Indeed, 
had they been used, they would, in all probability, 
have been blamed for the calamity. 

In 1817, the third stage was conducted along 
equally conservative lines. Immediate manual 
removal and cord traction had been almost univer- 
sally abandoned. William Hunter, working in 
collaboration with Dr. Sandys at the Middlesex 
Hospital, had for a time gone to the extreme of 
leaving the delivery of the placenta entirely to the 
‘ natural processes in all cases "’ 

Some disastrous results, however, compelled them 
to admit that occasional assistance was required 
where the normal processes failed. The routine was 
gentle manual palpation of the fundus, masterly 
inactivity for 20 minutes, then gentle cord traction 
if the placenta was not visible in the vagina followed 
by voluntary expulsion by the patient’s own 
efforts. It was clearly recognized that haemorrhage, 
sustained or repeated, called for immediate inter- 
vention—and that simple retention from ineffectual 
or irregular uterine action without bleeding called 
for assistance after one to four hours. The inter- 
vention advised was always manual removal—the 
placenta being left in the vagina as an irritant to 
be expelled by the patient’s own efforts. Fundal 
pressure of any kind was never used, and even the 
routine method described by John Harvie in 1767 
was evidently discarded or forgotten. Hour-glass 
contraction was well recognized, particularly follow- 
ing the type of labour sustained by the Princess. 
Consequently it was readily recognized by Croft 
when she began to bleed slightly. Probably it was 
the type in which repeated small losses occurred 
and after about half an hour he consulted Sims in 
the adjoining room. With his full concurrence a 
manual removal was carried out at 9.40 p.m. and 
we are assured that, after it, the Princess was as 
well as could be expected, perhaps even better—and 
that she remained so for the next two hours. The 
precise measures adopted by Croft after removing 
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the placenta are not known. John Stearns of New 
York City was using ergot in his practice in 1807, 
but it was not till 1822, five years after the death of 
the Princess, that he wrote his essay urging its use 
in this very type of case. Miles Phillips, always par- 
ticularly interested in the abdominal binder, is 
probably correct in his suspicion that Croft did not 


employ one, for his mentor and father-in-law, 
Thomas Denman, considered its application as 
‘* useless and pernicious, and now wholly or nearly 
laid aside except in particular cases’’. Not 
unnaturally, Phillips believes that his own type of 
hypogastric bandage might have saved Charlotte's 
life. We are assured by Sims in his confidenttal 
letter that, contrary to later scurrilous allegations, 
Croft never left the Princess’s room. Whether he 
ever re-examined the fundus is doubtful—certainly 
his teacher, Denman, states boldly that he attached 
no importance to collection of clot in the uterus 
aiter the third stage and regarded attempts to 
evacuate them as meddlesome and harmful. 


What was the actual cause of Charlotte’s death? 
Close scrutiny of the many accounts of the clinical 
picture in ‘‘ inconclusive and her attendants 
frankly admitted this. So much so, that it was 
decided, without the knowledge of Leopold, to 
the embalmment into a 
niortem examination. This was carried out the next 
day by the King’s Sergeant-surgeon, Sir Everard 
Home. So far as embalmment is concerned, I have 
a copy of the detailed description of the method 
employed for the members of the Royal Family 
made espectally for Sir Everard by William Clift, 
John Hunter's last secretary and for over 40 years 
the keeper of his museum. It is believed that these 
instructions were originally drawn up by William 
Hunter. I need not trouble you with the details but 
it is clear that the of the thoracic and 
abdominal viscera were withdrawn in one mass and, 


convert routine post- 


whole 


together with the brain, were placed in an urn con- 
taining of which the detailed 
composition is given. The Egyptians, you will 
recall, carefully left the heart in situ, believing it 
to be the seat of the soul. 

In converting this routine procedure into autopsy, 
it is not clear how thoroughly Sir Everard sectioned 
the various viscera. A further letter from the 
Librarian of the Royal College of Surgeons just 
received reveals that Matthew Baillie described in 


‘coarse sweets’ 
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1804 his own method of embalming the viscera— 
and that this method involved ‘‘ packing the heart 
with an antiseptic powder, consisting of camphor, 
white resin and nitre’’. My exploration of a vast 
field of literature has produced only a meagre 
deescription of the findings and I am assured that 
(and here I quote from a letter from the Librarian 
of the Royal College of Surgeons) ‘‘ a distinguished 
fellow of the Royal College of Surgeons searched all 
the College Papers for records of Charlotte’s death 
and found the result very disappointing. He con- 
cluded that a good deal of information must have 
been deliberately suppressed after the tragedy '’. It 
was also, to say the least, unfortunate that none of 
the three medical attendants, for whose vindication 
the examination was presumably performed, was 
present at the autopsy. This was especially regret- 
table in the case of Matthew Baillie whose chief 
medical interest was morbid anatomy and 
whose opinion might have been very helpful. Much 
was made of this by the critics, as well as of the 
fact that Sir Everard Home was related by marriage 
to both Baillie and Croft. His final opinion was 
that the necropsy findings were inconclusive and 
that the Princess died of her “‘ hereditary pre- 
disposition to violent spasms aggravated by her 
excitability and the tedious nature of her labour ’ 
The only relevant details which emerged from 
the postmortem were ‘‘ two ounces of blood-stained 
fluid in the pericardium, a dilated stomach contain 
ing about three pints of fluid, a dilated colon and a 
constderable quantity of blood in the uterus which 
was enlarged to the level of the navel and still 
showed the hour-glass contraction ’’. Failure to 
measure accurately the blood in the uterus aroused 
much adverse criticism and gave rise to later 
estimates varying from 54 to 1% pounds or 350 to 
700 cc. On this finding is founded the general belief 
that the Princess died of concealed postpartum 
haemorrhage, and that her attendant in chief, Sir 
Richard Croft, was culpable. But this conclusion, to 
my mind, does not take full cognizance of either 
the clinical facts or the postmortem findings. The 
dilated stomach and colon were constantly present 
in Sheehan’s investigation of obstetric shock. He 
regards these as physical signs of: shock, like the 
sweating forehead and the cold nose and as manifes- 
tations of sympathetic and para-sympathetic 
imbalance. Most of us have seen these signs in cases 
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of protracted labour asso jated with incordinate 


uterine action, Some of us are also old enough to 
recall acute dilatation of the stomach as a cause of 
post-operative deterioration and even death. A 

iuse, because relief by stomach tube and lavage 
used to cure such patients. Sheehan, on the other 
hand, states that in his shock cases the use of 
pitubation effected no improvement, but it would 
appear that the distension was gaseous rather than 
fluid. In my opinion, the fluid in the case of pro 
tracted labour is endogenous and not due to 
coul l, ul 


+ 


regureitation from the duodenum, and 
irelieved, prove fatal. 

Charlotte’s first symptoms were difficulty in 
wallowing and frequent vomits of small amounts. 
Che amount of blood in the uterus was not sufficient 
to produce significant effects per se, but this blood 
loss might have added its quota to the shock, 
resulting from prolonged labour and suggested by 
the dilated stomach and colon. Sheehan’s investi- 
gations certainly point to the sinister possibilities 
ff labours of more than 48 hours duration, but 
then, surely much depends upon the type and the 
management. In Charlotte's case the third stage 
was not prolonged to Sheehan’s limit and the 
manual removal at 40 minutes was not accom- 
panied by undue bleeding. Nor, to my mind, does 
the clinical picture suggest either shock or haemorr- 
have or a combination of the two. ‘‘ Great uneasi- 
ness or violent pain in the chest, difficulty in 
breathing, an irregular pulse and extreme restless- 
ness’ appear constantly in all records. Could she 
possibly have had a chronic mitral lesion previously 
symptomless? Laennec devised the stethoscope in 
1817, the very year of the Princess’s death—and 
two years later described the typical murmurs of 
mitral stenosis. Hope states that in 1820 in Edin 
burgh even direct auscultation was opposed by all 
physicians. Diagnosis of valvular lesions was only 
made on such gross signs and symptoms as anasarca, 
orLnopnoea, hae moptysis, and grossly irregul ir 
pulse (probably fibrillation). Such technique could 
not possibly identify an earlv stage of mitral 
stenosis. And the post-mortem report does not state 
whether or not the heart was opened—-nor do we 
know whether the Sergeant-surgeon could have 
recognized the fibrosis, recurrent vegetations and 
pulmonary oedema. The suggestion, therefore, is 


largely conjecture 
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My own opinion, after much thought and 
investigation, is that the Princess died of pulmonary 
embolism or thrombosis. This would account for 
her sudden deterioration, two hours before death, 
with acute pain in the chest, great restlessness and 
dyspnoea and grossly irregular feeble pulse. 
Furthermore, the condition was unknown to 
morbid anatomists in 1817, would not be looked 
for, and would not have been recognized if seen 
fortuitously. 

There followed, as I have said, a tremendous 
public outcry in which everyone, high and low, 
medical and non-medical, felt qualified to join. 
The wildest accusations were made, particularly 
against the doctors, Even from the fastuesses of St. 


he was incarcerated, the voice of 


Helena, where 
Napoleon was raised indignantly, ‘‘ What has 
happened to the English that they have not stoned 
her accoucheurs? 

That this melancholy outcome should plunge the 
whole nation into grief and despair was not surpris- 
mg. That the uninformed public should find an out- 
let in the form of victimization of the doctors was, 
in the circumstances, to be expected. That some 
medical men like Jesse Foot and others, in full 
possession of the difficulties and complications of 
the case, should join in the vilification of their 
colleagues was lamentable even if they were only 
guilty of exhibitionism. And I have little doubt 
that it was this moral support from these irrespon- 
sible members of the profession that encouraged 
contemporary historians to bequeath to posterity 
an altogether distorted and biased record 

Inevitably, Sir Richard Croft became the chief 
target for these vicious attacks. Despite letters of 

issurance from Leopold and the Regent, he found 
himself abandoned by his patients, deserted by 
many friends and colleagues and haunted by hostile 
criticism in lay and medical press. Three months 
iter the event, im the house of one of his maternity 
patients, he was found dead with a pistol in each 
hand. A _ stern example of what destructive 
criticism based on rash judgment can produce and, 
unhappily, of man’s inhumanity to man. 

Scrutiny of much of the vast literature on this 
tragic case reveals a nauseating repetition of these 
unjust and, in the main, unsubstantiated criticisms, 
obviously copied blindly from one book to another. 
And so it is, in the recent play to which I referred 
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in the beginning. In a touching scene in ‘‘ The First 
Gentleman ’’ the audience is clearly expected to 
blame Sir Richard Croft for the death of the 
Princess. To me he would appear to have done no 
less than his best in the face of what, even to-day, 
is regarded as the most sinister combination of 
complications that any obstetrician can encounter. 
For my part, I prefer to accept the testimony of 
the other two doctors who were at Claremont at the 
time. In Sims’ confidential letter previously men- 
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tioned are the words, ‘‘ As far as I can judge the 
labour could not have been better managed ’’. 

In the Library of the Royal College of Surgeons, 
a document in Baillie’s handwriting reads, “‘ In 
looking back very often upon this most distressing 
event, I am convinced that Sir Richard Croft did all 
that the melancholy case admitted of, and that the 
Princess Charlotte’s life would not have been saved 
by any different treatment.”’ 

Who should know better than these two? 
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The Journal is fortunate in beng able to run this Review in conjunction with the 
\bstracting Service of the British Medical Association. All the abstracts of this service 
which cover obstetrical and gynaecological literature and literature on the new-born are 
The Review will, however, contain in addition abstracts and titles of 


at our disposal. 
though not of sufficient general interest for publication in the monthly 


articles which, 


volumes published by the British Medical Association, are yet sufficiently important for 


specialist journal 
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ANATOMY 


949. Clinical Evaluation of X-ray Pelvimetry. A 
Study of 1,000 Patients in Private Practice. 

By I. Dyer. Amer, J. Obstet. Gynec., 60. 
302-314, Aug. 1950. 6 figs., 5 refs. 

The author records the results of X-ray pelvi- 
metry in 1,000 private patients (850 primigravidae 
and 150 multiparae) delivered under ideal hospital 
conditions. Every one of the patients was sub- 
jected to examination either by the Johnson 
stereoscopic method (880 cases) or by the Snow 
technique (120 cases); cephalometry was carried 
out by the Ball method. Contraction was found 
in 32 cases at the inlet, in 197 at the midplane, and 
in 17 at the outlet. As outlet contraction was 
never found alone and contraction of the inlet was 
found to present no great clinical problem, the 
ases of midplane contraction were studied in par- 
ticular detail. The critical values observed were 
9.4 cm. for the bi-ischial diameter, a Mengert index 
of less than 84, and a transverse-posterior-sagittal 
index of less than 13.3 cm., but there were excep- 
tions to all these figures, A more conststently 
accurate index was obtained by carrying out pelvic 
volumetric analysis; vaginal delivery of patients 
with a normal pelvis is considered by the author to 
be feasible provided that the cephalo-pelvic dis- 
proportion does not exceed 200 c.cm., but with a 
contracted pelvis vaginal delivery should not be 
attempted if the disproportion exceeds 51 c.cm. 
It is suggested that a disproportion amounting to 
not more than 20 per cent of the foetal skull volume 
can be safely compensated by moulding. 

]. Rabinowitch 


950. Manual and Radiographic Pelvimetry (Part 
(Pelvimétrie manuelle et radiographique. ) 
E. De Muycper. Rev. méd. Louvain, 378 
$3, 1950. 


45t. The Occurrence of Clear Cells in the Endo- 
metrium. (Ueber das Vorkommen der hellen Zellen 
im Endometrium. ) 

By R. GuUNDELACH. 
10. 442-446, June 1950. 5 figs., 9 refs. 

According to Feyrter, ‘‘ clear cells ’’’ in the endo 
metrium represent a peripheral endocrine system, 
ctuing as an intermediary between hormones and 
end-organs. Out of 208 histological sections with 
a diagnosis of cystic glandular hyperplasia studied 
at the University Gynaecological Clinic, Wurz- 
burg, 62 with a microscopically definite picture 
examined, 
ells described by Feyrter could not be confirmed. 
In 72 cases of normal endometrium and in 6 cases 
of corporeal polypi and 23 of cervical adenocar- 
cinoma sections were studied at different stages in 
the menstrual cycle. 

The author’s findings gave no support to Feyr- 
ter's theory. The relative frequency of the clear 
cells was as follows: cystic glandular hyperplasia 


Geburts. u. Frauenheilk 


were re 


In them, the increase in clear 


497 


1.0 (Feyrter, 2.1); ordinary hyperplasia 0.6 (Feyr- 
ter 1.6); during the phase of proliferation 0.6 
(Feyrter 0.5) and during the phase of secretion 0.4 
(Feyrter 0.7); adenocarcinoma 0.5. 


Albert Eichner 


952. Preliminary Note on the Structure of the 
Sympathetic Nerve-endings in the Wall of the Human 
Uterus. (Note préliminaire sur la structure de 
l'appareil sympathique terminal (territoire d’action 
efficace) de la paroi utérine dans l'espéce humaine.) 

By P. Istrpor. Bull. Histol. Tech. micr., 27, 


157-162, Nov. 1950. 2 figs., 9 refs. 


PHYSIOLOGY 


' 953. A Better Understanding of Uterine Contrac- 
tility through Simultaneous Recording with an 
Internal and a Seven Channel External Method. 

By R. CaLpeyro, H. ALvarez, and S. R. M. 
REYNOLDS. Surg. Gynec, Obstet., 91, 641-650, 
Dec. 1950. g figs., 8 refs. 

954. The Significance of Cyclical Changes in Endo- 
metrial Vessels in Diagnosis of Endometrial Function. 
(Ueber die Bedeutung der zyklischen Veranderungen 
der Endometriumgefasse in der funktionellen Diag- 
nostik des Endometrium.) 

By H. MEINRENKEN. Zbl. Gynik., 72, 1505- 
9 figs., 48 refs. 


1520, 1950. 
955. Effects of Progesterone upon Ovulation in the 


Rhesus Monkey. 

By C. A. PFEIFFER 
455-458, Nov. 1950. 

950. The Corpus Luteum Hormone: 
(Ueber das Corpus luteum-Hormon.) 

By O. NeuMANN. Wien. klin. Wschr., 62, 900- 
913, Dec. 8, 1950. Bibliography. 

957. Cyto-hormonal Biopsy of the Endometrium 
and the Vaginal Smear. Comparative Results. 
(Biopsies cyto-hormonales de l’endometre et frottis 
vaginaux resultats comparés.) 

By N. ALBEAUX-FERNET, F. Busser, and C. 
ZERAH. Sem. Hop. Paris, 26, 4880-4887, Dec. 25, 
1950. 6 figs. 


Proc. Soc. exp. Biol., 75, 
1 fig., 14 refs. 


a Review. 


PREGNANCY 


Follow-up Inquiries in Cases Referred for 
Opinion as to Fitness for Pregnancy. (lKatamnestische 
von Schwangerschaftsfaihigkeits-Begu- 


95> 


Erhebungen 
tachtungen. ) 
By I. SCHINDLE! 
1076, Dec. 14, 1950 
959. Causes of Fear Among Obstetric Patients. 
3y J. RamMspetr. J. Amer. med. Ass., 

1358-1361, Dec. 16, 1950 


NORMAL 
abo. Clinical Significance of a Study of the Fragility 
of Skin Vessels in Pregnancy. (In Russian 


Praxis, 39, 1075 


BAUMANN 


144, 
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By L. E. Vajsman. Akush. Ginek., No. 4, 41 
44, July-Aug. 1950. 

Fragility of the blood vessels during normal and 
abnormal pregnancy was investigated. A negative 
pressure of 100 mm, Hg was applied to the sub- 
clavicular area for 5 minutes; the number of 
petechiae was then counted and compared with 
that in non-pregnant women. The fragility of the 
blood vessels was markedly increased in women 
with pathological conditions in pregnancy; in cases 
of toxaemia this was particularly noticeable. 

This test should be of assistance in the manage- 
ment of pathological pregnancy, all cases of 
toxaemia with pronounced fragility of the blood 
vessels being treated by rest in bed. 


E. W. Collis 


got. Cervical Changes in Pregnancy, Labor, and the 
Puerperium. 

By M. Grtass and A. H. RosentHAL. Amer. J] 
Obstet. Gynec., 60. 353-302, Aug. 1950. 8 figs., 
11 refs 

[he authors describe their study of 51 cervical 
specimens obtained during pregnancy, labour, and 
the puerperium. In pregnancy there was pro- 
gressive epithelial proliferation with increase in 
thickness of the squamous lining and cornifica- 
tion The glands became larger and more 
numerous and cells more active. After vaginal 
delivery there was oedema throughout the cervix, 
while regression of the lining, stroma, and glands 
began in the first four days of the puerperium. In 
7 specimens obtained from patients who died from 
severe toxaemia, the squamous lining was un 
usually thin and not cornified. This is indicative 
of decreased oestrin levels stated to accompany 
late toxaemta. Marked epithelial proliferation of 
the endocervix occurs in healing erosions, with a 
pseudomalignant appearance in some cases 


L. A. Cruttenden 


4o.2. Estimation of Pregnanediol in the Urine. (Le 
prégnandiol et son dosage dans les urines. ) 

By H. De WatTevIL_e, Gynéc. et Obstét., 49, 
155-166, 1950. 11 figs., 34 refs. 

A brief description is given of the method of 
pregnanediol assay developed by the author and 
his colleagues (J. clin. Endocrinol., 1948, 8, 982) 
involving purification by adsorption chromato- 
graphy, with subsequent weighing of the product, 
its purity being checked by determination of the 
melting point Using this method, which is 
claimed to be accurate and simple (two workers, 
m a modestly equipped laboratory, can perform 


up to 38 estimations a week), the author has con- 
firmed the figures reported by previous workers for 
the pregnanediol content of the urine in normal 
pregnancy. He considers pregnanediol assay to be 


a less accurate method for the early diagnosis of 
pregnancy than tests based upon detection of in- 
creased gonadotrophin excretion. Low levels were 
found in cases of threatened abortion, and 
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toxaemia of pregnaney, and in 1 of 2 cases of 
ectopic pregnancy. An excessive excretion was 
seen in one case of hydatidiform mole at the 5th 
month. 

The daily estimation of urinary pregnanediol 
during 5 menstrual cycles in 3 healthy women 
showed it to be present from the 12th day until 
24 to 48 hours before the onset of the next period. 
The total amount excreted during each cycle was 
between 25 and 35 mg.; the daily excretion never 
exceeded 5 mg. and was very variable. Pregnan- 
ediol estimations in 60 women with various men- 
strual complaints showed a close parallelism with 
the histological appearance of the endometrial 
biopsy, a daily excretion of 1 mg. or more always 
corresponding with the presence of secretory 
changes in the endometrial cells, whereas when a 
secretory endometrium was not accompanied by 
pregnanediol in the urine, a menstrual period was 
invariably imminent. Nevertheless, the daily 
variations in pregnanediol excretion during the 
luteal phase in normal women render impossible 
the estimation of luteal activity by this means. 
The only patient with amenorrhoea in whose urine 
pregnanediol could be found was a menopausal 
woman with a theca-cell tumour of the ovary. 

The paper concludes with a brief discussion of 
some of the research possibilities of urinary preg- 
nanediol estimation. G. 1. M. Swyer 


963. Amount of Luteal Tissue Required for the 
Maintenance of Pregnancy in the Rat. 

By R. C. Kersey and R. K. MEYER. Proc. Soc. 
exp. Biol., N.Y., 75, 736-739, Dec. 1950. 29 refs. 


964. The Influence of External Factors on the 
Development of the Embryo. (Les conditions 
extérieures et la destinée de l’embryon.) 

By A. Gtroup. Un. méd. Can., 80, 9-17, Jan 
1951. 1 ref. 


965. Review of One Year's Work in Watford Preg- 
nancy Diagnostic Centre. 

By H. ScHwaBacHER. Brit. med. J., 2, 328- 
330, Aug. 5, 1950. 4 refs. 

The Watford Pregnancy Diagnosis Laboratory at 
Watford, England, was established in 1949, and 
during its first year 3,724 Hogben tests with the 
Xenopus laevis were carried out. The 200 animals 
used responded to 70 i-u. of chorionic gonado- 
tropin, this test being necessary as a preliminary. 
The preparation of the extract of chorionic gonado- 
tropin is described. 

The chorionic gonadotropin was extracted from 
the urine, and half—that is 2.5 ml.—was injected 
into one toad; the other half was injected into a 
second toad only if the first had failed to ovulate 
after 18 hours. The distribution of the toad popu- 
lation in the tanks is described. The findings were 
carefully correlated with information obtained 
from the patient’s doctor, and 2 months later con- 
firmation of the findings was sought. Among the 
reasons for submitting urine were abortion (12.6 
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per cent of cases); menopause (9.5 per cent); hor- 
monal amenorrhoea (6.4 per cent); and hydatidi- 
form (5-7 per cent). The author states that 
false positive reactions do not occur, but there may 
be false negative reactions: (1) when the chorionic 
gonadotropin in the urine is deficient because the 
urine has been sent too early, (2) when the urine is 
not a concentrated specimen, (3) if the patient is 
a poor secretor or excretor, or (4) if there has t 


mole 


been 
destruction of the chorionic gonadotropin by an 
unknown factor. 

Among the interesting cases recorded were one 
of testicular carcinoma, one of pregnancy with 
menstruation within 3 months of delivery, and one 
of hvdatidiform mole in which five tests were taken 
before evacuation of the uterus and 21 tests after 
operation to determine the changes from positive 
to negative which occurred on the fifth day. 

D. W. Higson 
aot. Use of the Male British Toad as a Pregnancy 
Test Animal. 

By F. D. FRazeErR 

Brit i. 330 


rets 


X. WoHLZOGEN. 
1 fig., 


and F. 
331, Aug. 5, 1950. 


le British toad, Bufo bufo, has been used 
gnancy test animal in 80 consecutive cases 
Mary's Hospital Medical School, London. 

the 53 cases for which the results were 

pregnancy was confirmed clinically; the 
other 2 cases were of hydatidiform mole, and 
chorionepithelioma of the testis. Of the 27 women 
for whom the result was negative, 26 were subse- 
quently found, clinically, not to be pregnant. The 
one false negative was obtained in a case of early 
pregnancy of less than six weeks’ duration, which 
later became a threatened abortion. The method 
used in each test was to inject 1 ml. of filtered first 
morning urine into the dorsal lymph sac of two 
toads, each toad over 15 g. in weight. The cloacal 
urine was examined at the time of injection to 
exclude spermatozoa, The presence of sperma- 
tozoa in either toad 3 to 6 hours later indicated a 
positive reaction and the absence of spermatozoa 
6 hours after injection a negative. No toad was 
used for more than four tests. 

\s regards the sensitivity of the various preg- 
nancy tests it is estimated that with an unconcen- 
trated urine the Friedman test requires 1 i.u. per 
ml. to give a positive result; Aschheim-Zondek 5 
iu. per ml.; B. bufo 8 iu. per ml. and Xenopus 
10 i.u. per ml. 

It is concluded that this toad is a suitable test 
animal, but with a negative result in what may be 
the third to sixth weeks of pregnancy it is advisable 
to repeat the test after concentrating the urine, or 
to perform a Friedman test, or to repeat the toad 
test after a fortnight. D. W. Higson 


positive 


Researches on the Use of Male Toads in the 
Diagnosis of Pregnancy. (Recherches sur |’ utilisation 
des grenouilles males pour le diagnostic de la gros- 
sesse. ) 
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3y E. Henninot and F. Boutanct. Ann. Biol. 
clin., 8, 579-585. Sept.-Dec, 1950. 6 figs. 


968. Animal Protein in the Diet of the Pregnant 
Woman. (Les proteines d'origine animale dans 
l’'alimentation de la femme enceinte. ) 

By H. GouneELLE and A. Francois. Gaz. méd. 
France, §7, 1235-1238, Dec. 1950. 12 refs. 


ABNORMAL 
969. The Histology of the Placenta in Unduly Pro- 
longed Pregnancy. (Zur Histologie der ubertragenen 
Plazenta. ) 
By H. MOoHR 


3 figs., 21 


Zbl. Gyndk., 72, 
rets. 


1530-1535, 
1950. 


y7o. The Development of Children of Eclamptic 
Mothers. (Die Entwicklung von Kindern an Eklampsie 
erkrankter Mutter.) 

By E. 
20, 1950. 6 rets. 

This interesting paper is based on a follow-up 
study of 117 Hamburg children born of eclampti 
mothers between 1920 and 1947. Both physical 
and mental development was assessed and com- 
pared with a control group born during the same 
years aiter normal pregnancies. In the two groups 
the percentage of patients in normal health was 
70.9 and 90.9; of those suffering chronic ill health 
17.5 and 6.8; of those who had died, 5.9 and 0.9; 
of mental defectives, 9.2 and 2.6; of those with 
delayed speech development, 13.7 and 6.8 respec- 
tively, the second of each pair of figures referring 
to the children of normal pregnancies. Under “‘ ill 
health ’’ were included bronchial asthma, tuber- 
culosis, and heart and kidney diseases. Compli- 
cations of infectious diseases were more frequent 
in the group born of eclamptic mothers. The 
mortality figures do not include death from pre- 
maturity or neonatal death, All degrees of mental 
deficiency were noted, including cases of severe 
hydrocephalus. The adverse effects of eclampsia 
were even more pronounced when cases were 
grouped according to the severity of symptoms in 
the mother. Of 16 children born of severely 
eclamptic mothers (more than 3 fits), 4 died under 
the age of 2. In successive pregnancies a positive 
correlation was found between the severity of the 
eclampsia and the degree of mal-development 
the child. 

These results are compared with others pub- 
lished recently in the German literature and the 
author concludes that eclampsia is of greater 
importance in the future health of the child than 
is generally realized J. T. Leyvberg 


Nervenarzt, 21, 393-398, Sept. 


971. A Study of Antidiuretic Effect of the Depres- 
sant Drugs used in Eclampsia. 


By W. E. Browy, R. E. 
BrapBuRy. Amer. ]. Obstet. Gynec., 60. 
July 1950. 13 figs., 23 refs 

During studies on sodium and water excretion 
of pregnant women it was observed that morphine 
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reduced the flow of urine. It was decided, there- 
fore, to investigate the effect of depressant drugs 
used in eclampsia on the volume of urine excreted. 


Both morphine and ‘‘demerol’’ suppressed 
urinary excretion when fluids were given by mouth 
rr intravenously However, sleep induced by 
hyp had no such effect. ‘‘ Avertin,’’ paralde 
hyde imytal’’, and chloral hvdrate tended, if 
nvthing, to increase the urinary flow. Further 
observations on the renal clearance after para 


iminohippurate and thio-sulphate showed that the 
ffect of morphine was to reduce the renal plasma 


fle by direct action on the kidney and to increase 


ibular re-absorption. Therefore, in the treatment 

f lampsi it may be better to use hypnotics 

uch as avertin, paraldehvde, and amytal, rather 
1 narcotics, morphine and demerol 


D. M. Stern 


o72. Studies on Veratrum Viride: Standardization 
of Intravenous Technique and its Clinical application 
in the Treatment of Toxaemia of Pregnancy. 

By N.S. Assatt. Amer. ]. Obstet. Gynec., 60. 
7-394, Aug. 1950. 3 figs., 9 refs 
At the Cincinnati General Hospital 10 patients 
with pre-eclampsia were given varying quantities 
veratrum viride in an effort to establish the 
optimum dose. After complete rest for 24 hours, 
control series of 6 to 10 blood-pressure readings 
were taken at one-minute intervals Veratrum 
was then given intravenously in doses of 0.065 ml. 
at 10-minute intervals until the blood-pressure 
which was read every 4} minute, reached normal 
levels. After an interval of 6 to 8 hours the patient 
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was given in one dose, the total amount of vera- 
trum which had been required to produce the fall 
in blood-pressure The blood-pressure was 
recorded as previously until it had returned to the 
original level. After a further interval of 24 hours 
of the patients were given double and 3 patients 
triple the previous dose and the effect again 
rved 
The smallest effective dose was found to be 0.2 
nl, with which the fall in systolic pressure ranged 
from 45 to 80 mm. Hg. and in diastolic from 
36 to 58 mm., while the fall in pulse rate was 
to 6 eats a minu There was an interval 
of to 7 minutes before the fall in pressure in 8 
cases, and warmth, nausea, vomiting, perspiration, 
and apprehension were prominent symptoms dur 


ng this interval The duration of effect varted 
from 45 to 70 minutes and there was a gradual 
return to normal. Whether 0.2 ml. was given in 


divided doses or in a single injection the respons: 
was identical. With a single injection of 0.4 ml 
the systolic pressure fell 7 to 20 mm. and the dias 
tolic 4 to8 mm. lower than with 0.2 ml. An inter 
val of 5 to 7 minutes occurred in 4 cases out of 5, 
ind the subjective symptoms were more severe 
In the 3 patients who were given 0.6 ml. of vera- 
trum the blood-pressure fell to very low levels 
All symptoms persisted for one hour and the blood- 
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pressure remained low for 2 hours before rising 
gradually. 

Fifteen patients with eclampsia were treated 
with intravenous veratrum. In 7 cases injections 
of 0.2 ml. were repeated hourly until the patient 
was rational. Blood-pressure and pulse rate were 
recorded every 5 minutes. The remaining § 
patients were given an initial intravenous dose of 

ml. followed by an intravenous drip infusion 
of 5 per cent glucose in water with veratrum added 
so as to give a dosage of o.2 ml. an hour. The 
blood-pressure failed to fall to normal within 5 to 
10 minutes in only 2 of the 13 cases. The same 
dose was re¢ pe ated after 15 minutes in these cases. 
When hourly doses were given the blood-pressure 
curve tended to be irregular, but when the drug 
was given by intravenous drip the curve was 
maintained at a uniform level and subjective 
-ymptoms were less. The average duration of 
treatment was 24 to 36 hours, and after the 
patient’s condition improved veratrum was given 


subcutaneously until delivery No fits occurred 
ifter treatment was begun and all the patients 
were discharged well A footnote states that a 


subsequent series of 7 cases has also been treated 
successfully by intravenous infusion of veratrum 
in 5 per cent aqueous solution.) 

Margaret C. S. Binnt 


473. New Forms of Treatment in Eclampsia and 
Pre-eclampsia: Renal Regional Block and Stellate- 


ganglion Block. (Neue Wege der Eklampsie- und 
Praeklampsie-behandlung: Die Blockade des Nieren- 


bereichs und des Ganglion stellatum 
By K. J]. ANSELMINO. Schweiz. med. Wschr 
3-1377, Dec. 30, 1950. 1 fig., 11 refs 


974. Low Spinal Block in a case of Eclampsia. 
Case Report. 

By V. H. Cooper and P. V. Lana. Brit, med. 
].. 1. 338-339, Feb. 17, 1951 


975. The Effect of Adrenergic Blockade with a 
Benzodioxane Derivative, 933F, on Hypertension of 
Toxaemia of Pregnancy. 

By N. S. Assatr and H. Prystowsky. Surg. 
Gynec. Obstet., 90, 655-658, June 1950. 4 figs., 

2 refs. 

Previous work by the authors and their col- 
leagues at the University of Cincinatti has 
ggested the possibility that toxaemic hyper- 
tension might be caused by humoral agents, 
neurogenic impulses playing a minor role. As yet, 
however, no such humoral agents have been 
identified The possible pathogenetic role of 
circulating sympathomimetic agents, such as 
adrenaline, was investigated by means of the 
adrenergic blocking property of a benzodioxane 
derivative, piperidylmethyl benzodioxane (‘‘ 933 
*’), which has been shown to be almost specific 
in man against hypertension caused by excessive 
circulating adrenaline such as that seen in cases 
of pheochromocytoma. 
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Five normal pregnant patients at term, 4 
patients with severe pre-eclampsia, and one with 
convulsive eclampsia superimposed on pre-existing 
essential hypertension, were subjected to a total 
of 19 tests. The age of the patients varied from 
17 to 32 years. All were admitted to hospital 
before labour was due, and kept at rest in bed 
without medication for periods ranging from 10 to 
24 hours. Tests were performed both before and 
after labour. The dosage of 933 F was calculated 
in terms of body surface by means of the Dubois 
chart, 10 mg. being given per sq. m. of body sur- 
face. There was no fall in the blood-pressure of 
either normal or toxaemic patients on administra- 
tion of 933 F, and it is concluded that circulating 
adrenaline plays no part in the maintenance of a 
raised blood-pressure in toxaemic pregnancy. 

Lilian Raftery 


976. Electroencephalography and Toxaemias of 
Pregnancy. (Electroencefalografia y gestosis.) 

By J. Roupmtarp and C. VILLAVICENCIO. 
Obstet. Ginec. lat.-amer., 8, 422-431, Sept. 1950. 
2 figs., 4 refs. 

977. 2,665 Cases of Abortion. A Clinical Survey. 

By A. Davis. Brit. med. J., 2, 123-130, July 
15, 1950. 1 fig., 44 refs. 

This valuable and interesting paper gives the 
details of an extensive series of cases of abortion 
treated at two large non-teaching hospitals in 
London over a period of 15 years. Of the 2,665 
patients, 86 per cent of whom were married, in 
only 28 had abortion been induced for therapeutic 
reasons; of the remaining cases it was estimated 
that in about 90 per cent the abortion was self- 
induced. The most common method of inducing 
abortion was by vaginal douching under pressure 
if the abortion was procured by the woman herself, 
or by intrauterine catheterization or douching if 
procured by an abortionist. 

In 84.4 per cent the abortion was incomplete, 
and for this reason most patients required some 
variety of active medical or surgical treatment, 
which was found to be superior to conservative 
methods. Chemotherapy was not effective until 
infected retained products had been removed. 
There was subsequent pyrexia in 84 per cent, but 
only 123 patients had severe infection (5 cases of 
septicaemia). There were 6 deaths, 3 from 
Clostridium welchii infection, 2 from corrosive 
burns, and 1 from Staphylococcus aureus septi- 
caemia. A further patient (not included in the 
series) died from soap-bubble embolus, which the 
author considers likely to be the cause of most 
sudden fatalities. Kenneth Bowes 


978. Habitual Abortion. Prophylactic Value of Pro- 
gesterone Pellet Implantation. 
By P. M. F. BisHor and N. A. Ricuarps. Brit. 


med. J]., 2, 130-133, July 15, 1950. 11 refs. 
The authors have studied carefully a series of 
45 cases of habitual abortion, defining this event 
I 
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as idiopathic abortion which has occurred in two 
or more consecutive pregnancies immediately 
preceding the one treated. They have endeavoured 
to assess the value of progesterone treatment by 
the pellet-implantation technique, as they are 
impressed by the importance of progesterone as a 
hormone in pregnancy. The progesterone was 
implanted in the form of 6 pellets of 25 mg. each 
as early in the pregnancy as possible. This is felt 
to give the best chance of effective absorption of 
the hormone. Success was claimed if the preg- 
nancy was continued to 28 weeks or later. Suc- 
cessful results were obtained in 24 out of 28 
patients who had had 2 previous abortions, in 8 
out of 9 with 3 previous abortions, and in 6 out of 
8 with 4 or more. Considered as ‘‘ primary ’’ or 
secondary ’’ cases according to whether any 
previous pregnancy had proceeded to 28 weeks or 
more, successful results were obtained in 18 out of 
20 primary cases with a history of 22 previous abor- 
tions, in 7 out of 8 with 3, and in 3 out of 5 with 
4 or more. In the 28 “‘ successful ’’ primary cases 
26 patients had live babies, one of the other 2 
infants being stillborn and the other dying shortly 
after birth by Caesarean section for faiminating 
toxaemia. These results are treated statistically 
and it is concluded that, provided the ‘‘ normal ”’ 
incidence of spontaneous abortion is of the order 
of 10 per cent, and of recurring abortion not much 
less than 0.1 per cent, the treatment is shown to 
be of value. 

The rationale of prophylactic treatment with 
progesterone is discussed and compared with that 
of the oestrogen treatment propounded by Smith 
(Amer, J. Obstet. Gynec., 1948, 56, 821). 

Kenneth Bowes 


979. Early Pregnancy Bleeding and the Abortion 
Problem. 

By R. ZEIGLER. 
376-380, Dec. 1950. 


J. S. Carolina med. Ass., 46, 


23 refs. 


980. The Clinical Value of Papanicolaou’s Vaginal- 
smear Examination in the Diagnosis and Prognosis of 
Abortion. (Ueber die klinische Brauchbarkeit des 
Vaginal-Smear-Verfahrens mach Papanicolaou zur 
Diagnose und Prognose von Aborten.) 

By O. A. Rotn. Gynaecologia, Basel, 131, 19- 
29, Jan. 1951. 6 figs., 5 refs. 


981. Use of Diethylstilbestrol in the Treatment of 
Threatened Abortion. 
By J. W. Ross. 

Jan. 1951. 1 ref. 


J. nat. med, Ass., 43, 20-22, 


982. The Hyperchromic Anaemia of Pregnancy and 
the Puerperium. (Sull’anemia perniciosiforme 
gravidico-puerperale. ) 

By G. Barencui and C. Scaripr, Arch. 
Maragliano’’ Pat. Clin., §, 1217-1241, Nov.-Dec., 
1950. Bibliography. 
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983. The Role of Adrenal Insufficiency in Certain 
Disorders of Pregnancy (Le role eventuel de linsut 
fisance surrénale dans certains troubles de la 
Brossesst 

By Danve.or. /. Prat., Paris, 64, 615-617, 
Dec. 21, 1950. 


o84. The Management of Pregnancy and Labour in 
Diabetes Mellitus. (Schwangerschaft und Geburtslei- 
tung bei Diabetes mellitus.) 

By G. Hérmann. Dtsch. med. Wschr., 75, 
1741-1744, Dec. 29, 1950. 18 refs. 


985. Haematuria in Pregnancy. (liamaturie in det 
schwangerschaft. ) 

3y A. IpRUGGER. Zbl. Gyndk., 72, 1463-1468, 
1950. 3 figs., 25 refs. 


y86. Study of Some Antibodies in the Pregnant 
Woman and the Newborn Infant. (Etude de quelques 
anticorps chez la femme enceinte et le nouveau-né.) 

By L. CarRERE, G. ReENoux, and P. Dav- 
rHERIBES. Rev. Immunol., 14, 244-252, 1950. 
rets 

As a result of an investigation of the agglutinin 
titres of the serum of pregnant women against 
Salmonella typhi (H and O) and Salm, paratyphi 
B (H), it is concluded that the percentage of sera 
f pregnant women possessing agglutinins against 
these antigens does not differ from the correspond- 
ng percentage i men or non-pregnant women. 

Comparison of these agglutinin titres and those 
of anti-sheep and anti-guinea-pig haemolysins in 
the serum of mothers and in the serum of the cord 
4 their infants shows that the titres of the cord 
serum antibodies may be slightly higher than, 
equal to, or lower than those in the maternal 
serum, and that the ratios for different anti- 
bodies may not be equal in the same mother and 
infant. Similar observations (for agglutinins only) 
ire made for maternal serum and colostrum. 
Various hypotheses (dilution in the mother, con- 
centration in the foetus, placental selection of anti- 
bodies (possibly in accordance with their molecular 
weights)), antibody production in the placenta, 
genetic differences between mother and foetus) 
ire put forward to explain these discrepancies, but 
no evidence is offered to support any of them. 

There is no evidence that the sampling in the 
omparisons between pregnant women, non- 
pregnant women, and men was adequate, nor, as 
the authors themselves admit, that this com- 
parison throws any light on changes in antibody 
titres during pregnancy. | C. L. Oakley 

0987. Recurrent Ectopic Gestation. (La grossesse 
ctopique itérative.) 

By ]. GAUTHTER Un. méd, Can., 79, 1444 
1447, Dex 1950 


988. Ovarian Pregnancy. (Prenhez ovariana. ) 
By H. Dutx. Obstet. Ginec. lat.-amer., 8, 402- 
$22, Sept. 1950. 6 figs., bibliography. 
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os9. A Study of the Emotional Reactions during 
Labor, 

D. KartcHNer. Amer. J]. Obstet. Gynec., 
60, 19-29, July 1950. 7 refs. 

The author studied the emotional reactions 
during labour of 500 patients, of whom 32 per cent 
were primiparae. All the patients had received 
normal pre-natal care from their physicians, but 


had had no special preparation for labour. Each - 


patient on admission to hospital filled in a ques- 
tionnaire. She was asked for the exact nature of 
any fears, her knowledge of the mechanism of 
labour, any previous experience of labour, and 
whether or not she wished for heavy medication. 
After evaluation of behaviour durimg labour, 
patients were classified into one of four groups: 
excellent (I), good (II), fair (III), and poor (IV). 
After delivery the patient was asked to describe 
her feelings about her recent experience, and to 
state what factors, in her opinion, had contributed 
most towards her comfort or the reverse. 

The author found that 88 per cent of patients 
cou'd be placed in groups (I) and (II). Of primi- 
parae ultimately classified group (I), 32 per cent 
had previously acknowledged fear and anxiety, 
compared with 68 per cent in group (IV). The 
same trend was even more impressive in the multi- 
parae. Fear for self—of death or pain—accounted 
for 45 per cent of the patients admitting to anxiety; 
fear for the infant for 43 per cent. As knowledge 
of what to expect in labour diminished, so unsatis- 
factory behaviour increased; 88 per cent of the 
primiparae in group (IV) admitted to complete 
lack of knowledge. Of factors contributing to a 
satisfactory labour, those most often listed were 
sympathetic care, relief of pain by medication, and 
hearing the baby cry. Unpleasant factors were 
chiefly pain, manipulations, and suturing. Of the 
primtparae in group (I), 38 per cent felt pain, show- 
ing that pain cannot be entirely explained by fear 
and anxiety. A detailed study of patients in group 
(IV) showed that some factor in addition to 
ignorance and fear was always present. Of the 60 
patients, 12 had had a previously abnormal labour, 
10 had a history of long-standing emotional insta- 
bility, and several others had severe emotional 
disturbances, such as a recent death in the family 
in 5 cases. It is doubtful whether education alone 
would have helped this tvpe of patient. 


Eileen D. M. Wilson 


990. Clinical Experience with Aneurin and 
Vitamin-K Preparation in Relation to Length of 
Labour; Employment of Aneurin for Potentiating the 
Effect of Pituitrin on Uterine Contractions. (Klinische 
Erfahrungen mit der antenatalen Aneurin-Vitamin 
K-Vorbereitung auf Geburtsdauer und Verwendung 
des Aneurin zur Potentionierung des Pituitrineffektes 
cuf due Wehentatigeit. ) 
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By F. PotsseK. Gynaecologia, Basel, 130, 37- 
42, July 1950. 13 rets. 

In the obstetrical clinic of Prague University_the 
author gave 242 pregnant women (123 primi- 
gravidae and 119 multiparae) 12 to 20 mg. of 
aneurin daily and 10 mg. vitamin K analogue 
every other day, starting at the thirty-eighth week 
of pregnancy. On the average delivery took place 
one week before the expected date in these cases, 
and the duration of labour was shortened in 54 
per cent. In cases in which there were weak 
uterine contractions [number not stated] a mixture 
of posterior pituitary extract (2 units) and aneurin 
(up to a total of 100 mg.) was injected at half- 
hourly intervals until contractions became strong. 
To improve uterine involution injections of a 
similar mixture of posterior pituitary extract or of 
ergometrine with aneurin were given during the 
early puerperium. [It has been shown by Chassar 
Moir that oxytocics do not hasten puerperal invo- 
lution of the uterus. ] 

The rationale of these procedures is that aneurin 
enhances the action of acetylcholine on the uterine 
muscle and, by being essential to local reforma- 
tion of glycogen, diminishes muscle fatigue and 
thus increases the effect of oxytocics. Vitamin K 
lessens the risk of foetal haemorrhage (no such 
haemorrhage occurred in the author’s series). 


N. Alders 


991. Plasmalogen Exchange in the Cord Circulation 
in Labour. (Plasmalogenaustausch in der Nabel- 
schnurblutzirkulation bei der Geburt.) 

By G. Zbl. Gynik., 72, 1535-153, 
1950. 2 refs. 


a92. The Cervix Following Delivery. 
By D. G. Totterson. Med. Arts and Sci., 4, 
36-39, 19050. 7 refs. 


993. The Oxytocic Effect of Antihistamine Drugs. 
(Ueber die Wehenerregende Wirkung der Anti 
Histaminsubstanzen. ) 

By V. FrrepBeRG and O. WALTHER. 
Gyndak., 72, 1536-1542, 1950. 6 figs., 4 refs. 


994. The Effect of Spasmolytic Drugs on Mother and 
Foetus. (Die Wirkung von spasmolytischen Mitteln 
auf Mutter und Frucht.) 

By S. Bagos. Zbl. Gynik., 72, 1542-1554, 1950. 
7 figs., bibliography. 


Zbl. 


995. A Rare Type of Incomplete Rupture of the 
Uterus. (Een zeldame vorm van incomplete uterus- 
ruptuur. ) 

By T. J. VAN SANTE. 
50. 315-320, 1950. 


996. Coagulation Defects associated with Premature 
Separation of the Normally Implanted Placenta. 

By A. E. Weiner, D. E. Ret, and C. C. Rosy. 
Amer. ]. Obstet. Gynec., 60, 379-386, Aug. 1950. 
3 figs., 15 refs. 


Ned. Tijdschr. Verlosk., 
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The authors suggest that alterations in the blood 
coagulation mechanism may be associated with 
premature separation of the placenta, and investi- 
gations on 3 severe cases of this condition are 
described. The following tests were performed on 
the blood in each case: (1) The clotting test by the 
Lee-White method. (2) Estimation of bleeding 
time. (3) Tests for the presence of a fibrinolysin. 
(4) Platelet count and estimation of clot retraction, 
(5) Prothrombin activity (Quick’s one-stage 
method). (6) Determination of plasma fibrinogen 
content. (7) Tests for the presence of anticoagu- 
lants. 

In the first case described the blood components 
were normal 1 week before separation of the 
Three hours after separation, and with- 
out rupture of the membranes, the fibrinogen 
plasma and prothrombin levels were 50 per cent of 
normal and there was evidence of a circulating 
fibrinolysin. The blood findings were normal again 
3 days after delivery. In the second case the 
plasma fibrinogen value 4 hours after placental 
separation was one third of normal. There was a 
spontaneous increase 20 hours after rupture of the 
membranes, and a further increase due to blood 
transfusion at delivery. The prothrombin activity, 
which was 8o per cent after the onset of symptoms, 
fell to 30 per cent at delivery, but also improved 
with transfusion. A circulating fibrinolysin was 
present before artificial rupture of the membranes. 
In the third case the coagulation mechanism was 
normal 4 hours after placental separation. Two 
hours later, in spite of transfusion, fibrinogen was 
absent, prothrombin activity was diminished and 
a circulating fibrinolysin was present. There was 
persistent bleeding after delivery, with no sign of 
clotting. A total of 2,400 mg. of fibrinogen was 
given intravenously in solution over a period of 
half an hour, and bleeding ceased. The blood 
fibrinogen level had risen by then to 187 mg. per 
100 ml. 

The authors believe that the changes in the 
coagulation mechanism follow rather than precede 
premature separation of the placenta. In 15 other 
patients, apparently bleeding from a partial separa- 
tion of placenta, the coagulation mechanism was 
normal. It is felt that there is a need for a rapid 
test which will detect a critical reduction in blood 
fibrinogen concentration, and observation of the 
size and stability of the clot in a sample of incu- 
bated venous blood is suggested as a suitable test. 
Transfusion of 1,500 ml. of blood with the addition 
of 2,000 to 6,000 mg. of fibrinogen is an important 
part of treatment when clot stability is inadequate. 

Margaret C. S. Binnie 


997. Premature 
Implanted Placenta. 
General Hospital. 

By G. SCHAEFER and F. CARPENTER. N.Y. St. J. 
Med., 51, 260-262, Jan. 15, 1951. 


Separation of the Normally 
A Ten-year Analysis at Queens 
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998. The Excessively Large Fetus as an Obstetric 
Problem. 
By J. N. NarHanson. Amer. ]. Obstet. Gynec., 
60. 54-63, July 1950. 1 fig 
In a search of the records of 44,286 deliveries 
between 1932 and 1947 at the New York Hospital, 
the author found 756 cases in which the birth 
weight of the foetus was 4,500 g. (9 Ibs. 15 ozs.) or 
nore. Only 20 per cent of the mothers were primi- 
gravidae, and more than half were between the 
ages of 26 and 35 years. There was a pre- 
ponderance of male infants (68.91 per cent). In 
84.25 per cent of cases pregnancy had gone beyond 
term, the average duration being 289.46 days. It 
is suggested that this may be due to an increased 
secretion of progesterone in these The 
maternal gain in weight during pregnancy was 
regarded as excessi, in half the cases. The dura- 
tion of labour was not unduly long in this series 
and spontaneous delivery was achieved in 70.56 
per cent. Caesarean section was employed in 4.76 
per cent of these cases, the figure for all cases 
being 3.3 per cent. The infant mortality was 5.82 
per cent and serious bony and neurological injuries 
to the child occurred in 3.49 per cent. It is con- 
sidered that this high mortality and incidence of 
serious injury calls for a more frequent resort to 
delivery by the abdominal route, and cleidotomy 
is advocated in cases of shoulder dystocia. 
Post-partum haemorrhage occurred in 10.4 per 
cent of cases—3} times the total incidence. This 
was frequently due to uterine atony, but in many 
instances arose from serious laceration of the 
genital tract. Pregnancy complications in the 
mother included toxaemia in 10.97 per cent (total 
incidence 8.60 per cent) and diabetes in 2.77 per 
cent (total incidence 0.30 per cent). The maternal 
mortality was 2.64 per thousand, almost double 
that for all cases 
It is concluded that the excessively large foetus 
onstitutes a definite obstetric problem and that in 
view of the high foetal and maternal mortality and 
the incidence of injury of both mother and child, 
Caesarean section should be carried out more fre- 
quently in these cases. The very high incidence 
of diabetes as an aetiological factor is noted. 


]. A. Chalmers 


cases. 


999. Twins: One Macerated; the Other Near Term 
and Normal. Case Report. 

By M. Cornaccutone, M. H. Gotiis, W. Huse, 
ind J. I. Taust ]. Indiana med. Ass., 43, 1207- 
1210, Dec. 1950. 3 figs., 8 refs. 

(000. The Principal Cause of Breech Presentation in 
Single Term Pregnancies. 

By C. S. STEVENSON. Amer. ]. Obstet. Gynec., 
60. 41-53, July 1950. 4 figs., 24 refs. 

In a previous paper (Amer. J]. Obstet. Gynec., 
1949, 58, 432) the author has shown that the posi- 
tion of the placenta as it indents and alters the 
ovoid shape of the amniotic sac is the chief factor 
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determining foetal presentation. The many re- 
puted causes of breech presentation are unsatis- 
factorily rare. Soft-tissue placentography has been 
carried out in a series of 76 cases of breech presen- 
tation and in every case the placenta was found 
to be implanted in the uterine cornu. In such a 
case the available space in the amniotic cavity is 
smaller at the fundus than at the brim, so that the 
smaller cephalic pole of the foetus comes to occupy 
this smaller space and the breech is found in the 
larger space at the brim. Left cornual implanta- 
tion was more than twice as common as right in 
this series, this being attributed by the author to 
the 10- to 15-degree right torsion of the uterus, 
which is present at or near term in at least 80 per 
cent of cases. The author concludes that cornual- 
fundal implantation of placenta is the principal 
cause of the persistence of breech presentation 
until term. J. A. Chalmers 


root. The Urinary Bladder during Parturition: a 
Consideration of its Location, Injury, and Repair. 
By S. CoHN and A. WEINBERG. Amer. J. Obstet. 
Gynec., 60, 363-370, Aug. 1950. 4 figs., 11 refs. 
Four cases of bladder injury during parturition 
are described, 3 being cases of ‘‘ primary ’’ lacera- 
tion resulting from forceps delivery and one of 
‘* secondary ”’ laceration after a prolonged labour. 
The authors determine the location of the 
bladder at term and during labour by imtroducing 
sodium iodide into the bladder and taking radio- 
graphs. They showed that at term the bladder 
had definite pelvic and abdominal components, 
that during labour the pelvic portion persisted, and 
that the bladder could never become an entirely 
abdominal organ. Further, distension of the 
bladder might interfere with descent and engage- 
ment of the foetal head and catheterization was 
necessary before forceps delivery was attempted. 
With regard to treatment of fistulae caused by 
instrumental delivery, immediate repair should be 
carried out, but in the ‘‘ secondary ”’ type of injury 
it may be advisable to wait because of the localized 
sloughing and the necrosis of the surrounding 
tissues. Ruth Dearing 


1002. Intracranial Birth Injury to the Newborn in 
Relation to the Course and Management of Labor. 
[In Russian. ] 

By A. A. LEBEDEV. 
22, July-Aug. 1950. 

Statistical data show that intracranial trauma 
occurs in 1.81 per cent of all deliveries, and in 1.04 
per cent of premature babies. 

The causes and prophylaxis of intracranial 
trauma of the newborn are summarized. It is 
stressed that a great number of cases of intracranial] 
trauma result from prematurity. During labour 
the foetal heart sounds are a good guide to the 
infant’s condition, and vigilant conservatism com- 
bined with carefully chosen operative intervention 
should eliminate a great deal of intracranial 
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trauma. It is particularly stressed that internal 
version and high forceps delivery should, wherever 
possible, be replaced by low forceps delivery or 
Caesarean section. This particularly holds good 
in prematurity. When foetal heart sounds indicate 
distress, oxygen, glucose, and leptazol should be 
given to the mother to prevent impairment of the 
cranial circulation in the foetus. E. W. Collis 


1003. Intracranial Birth Trauma in the Newborn. 
{In Russian. } 

By M. I. OLEvskyy. 
26, July-Aug. 1950. 

The symptoms of intracranial trauma of the 
newborn may appear immediately after delivery 
or some time afterwards. 

The trauma causes cerebral blood stagnation 
followed by passive hypertension. Some authors 
suspect that cerebral hyperaemia by itself is suffi- 
cient (if prolonged) to rupture the cerebral blood 
vessels of the foetus. Even small haemorrhages 
into the area of the ganglia of the vagus nerve may 
impair foetal vital function without gross trauma. 
Histopathological investigations showed that in 
the course of labour the foetal nerve cells may 
undergo complete separation from each other; this, 
of course, impairs, or completely arrests, their 
function. Prematurity predisposes to intracranial 
trauma because the fragility of blood vessels and 
tissues of the foetus is in inverse proportion to the 
foetal age. In the vast majority of cases of intra- 
cranial trauma a pathological condition in preg- 
nancy can be detected. 

Early diagnosis of intracranial trauma is of 
significance. Changes in frequency and rhythm of 
respiration are one of the early signs of intracranial 
trauma; they are followed by bradycardia. The 
temperature may rise and fall below normal— 
signs of impaired heat regulation. Convexity of 
the fontanelles isa further sign. No effective treat- 
ment is available. It is, however, claimed that 
injection of placental blood intramuscularly on 5 
to 7 occasions was associated with absence of foetal 
death in a series of 201 cases. Vitamin-K adminis- 
tration may be of assistance, but it appears to be 
too early to assess the benefit of this kind of treat- 
ment. Lumbar puncture and enemata of saturated 
magnesium sulphate solution have been alleged to 
be of assistance. FE. W. Collis 


ANAESTHESIA 

1004. Analgesia, Anaesthesia, and Amnesia in 
Obstetrics. 

By A. Narcia Ruiz. J. int. Coll. Surg., 14, 
588-595, Nov. 1950. 1 fig., 4 refs. 

1005. Spinal Anesthesia for Vaginal Delivery. 

By R. Waysurn and C. S. Dwyer. J]. Maine 
med. Ass., 41, 443-444, Dec. 1950. 5 refs. 

1006. Anaesthesia in Caesarean Section. 

By J. A. Carman. E. Afr. med. ]., 27, 425- 
434, Nov. 1950. 2 refs. 
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1007. Effects of Various A Regi on the 
Human Maternal and Fetal Blood Gases during Par- 
turition. 
By J. M. Brown and P. P. Vocpitto. 
thesiology, 11, 651-660, Nov. 1950. 
42 refs. 
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3 figs., 
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1008. Early Ambulation in Obstetrics. (Le 
précoce en obstétrique. ) 

By J. DE SAINT-VICTOR. 
1251, Nov. 1950. 


Laval méd., 15, 1219- 


1009. Puerperal Involution of the Urinary Tract. 

By M. J. WuiteLaw, S. W. Coss, and W. F. 
MENGERT. Amer. ]. Obstet. Gynec., 60, 192-195, 
July 1950. 5 figs., 6 refs. 

Excretory urograms were taken, 2, 4, and 7 days 
post-partum, in 23 normal pregnant women, 8 of 
whom were primigravidae. The results showed 
either a return to normal size or marked reduction 
in calibre of the upper urinary tract within a week 
of delivery. D. M. Stern. 


1010, Prophylactic Use of Anticoagulants in the 
Puerperal Period (Dicumarol, Heparin, and Link 
Compound 63). 

By C. E. BrRamse., R. E. HUNTER, and V. DE P. 
Fitzpatrick. Bull, Sch. Med. Maryland, 35, 91- 
103, July 1950. 2 figs., 34 refs. 

A study was made of two groups of obstetrical 
cases admitted to the Mercy Hospital, Baltimore, 
over a period of 4 years, group I consisting of 3,318 
untreated control patients, and group II of 3,284 
patients who received dicoumarol as a prophylactic 
against thrombophlebitis in the puerperium. Both 
groups included cases of Caesarean section. In 
group II blood prothrombin estimations were made 
as soon as practical after delivery and 36 hours 
after each dose of the drug. The initial dosage 
was 200 mg. of dicoumarol given orally 12 to 24 
hours after delivery and the average total dose 
was 600 mg. over a period of 5 to 7 days, the proth- 
rombin clotting time being maintained at 25 to 30 
seconds. If it exceeded 35 seconds 72.5 mg. of 
vitamin K was given intravenously. Dicoumarol 
was used in all but 2 cases, in one of which heparin, 
and in the other a new dicoumarol analogue 
(‘‘ compound 63’’) was given on account of their 
more rapid action. Most puerperal patients were 
unusually resistant to dicoumarol. Few were 
found to be hypersensitive. Patients in a toxic 
state and those suffering extensive tissue damage 
at delivery were particularly resistant. Patients 
delivered vaginally were allowed up on the 4th or 
5th day, and those delivered by Caesarean section 
on the 7th or 8th 

In group I there were 10 cases of thrombo- 
phlebitis, 3 of phlebothrombosis, and 3 of pul- 
monary embolism. All except one patient with 
pulmonary embolism were treated with dicoumarol 
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and recovered completely. The untreated patient 
died suddenly without having exhibited any pre- 
monitory symptoms. This group also contained 12 
cases of late post-partum haemorrhage, which 
generally occurred later than in the treated group. 
Curettage revealed retention of placental frag- 
ments in 5 cases. In group II 2 patients developed 
superficial thrombophlebitis and there were 17 
cases of late haemorrhage. Only in 2 cases was the 
prothrombin time increased at the time of haemor- 
rhage, and in one of these, and m 11 others, 
retained placental tissue was revealed by curet- 
tage Two patients continued to bleed after 
curettage and required hysterectomy. In both the 
uterus contained fragments of placenta; one also 
had an endometrial polyp and the other advanced 
adenomyosis. In one patient the bleeding coin- 
cided with the cessation of large doses of stilboes- 
trol. One had unexplained bleeding from the 
gastro-intestinal tract 9 days after delivery, 
attributed tentatively to dicoumarol. No breast- 
fed babies in this group showed haemorrhagic 
manifestations. 

In preference to routine anticoagulant treatment 
such as they describe, the authors recommend the 
treatment of selected types of case, and particularly 
after Caesarean section and difficult vaginal 
delivery, or where there is a history of previous 
thrombo-embolic disease. Wiliam Love 


to1t. Acute Puerperal Inversion of the Uterus. 
By A. N. Fenton and B. P. SINGH Obstet 
Gynec. Surv., 5, 781-795, Dec. 1950. Biblio- 


graphy. 


ior2. Enrichment of Milk Vitamin A in Normal 
Lactating Women. A Comparison Following Adminis- 
tration of Vitamin A in Aqueous and Oily Mediums. 
By A. E. Soper, A. RosENBEeRG, and B. KRAMER. 
Amer, J]. Dis. Child., 80. 932-043, Dec. 1950. 


6 figs., 28 refs 


1014. Copper Content in Mother’s Milk before and 


after Intravenous Copper Administration. {In 
Englisl 
By S. MUNCH-PETERSEN Acta  paediaty 


Stockh., 39, 378-388, 1950. 1 fig., 6 refs. 


INFANT 
i014. Choice of Rooming-in or Newborn Nursery. 
Analysis of Data from prenatal Screening Interview of 
1,251 Mothers. Relating to Their Choice of Hospital 
Accommodation for Their Infants in a Rooming-in 
Unit or in the Newborn Nursery. 
By E. H. Kvratskin, A. N. LETHIN, and E. B. 
JACKSON Pediatrics, 6, 878-889, Dec. 1950. 
2 figs., 3 refs. 


1015. Resuscitation of the Newborn Infant. Use 
of the Positive Pressure Oxygen-Air Lock. 
By A. BLoxsom. /. Pediat., 37, 311-319, Sept 


1950 figs. rets 


Methods in use for the resuscitation of the 
asphyxiated newborn infant are criticized, and an 
ingenious respirator box, or positive-pressure 
oxygen-air lock, is described. On developing 
cyanosis the infant is placed in the respirator in 
an atmosphere of 60 per cent oxygen under positive 
pressure in two alternating phases, a positive phase 
at 3ib. per sq. in, (0.21 kg. per sq. cm.) lasting 
30 to 40 seconds, and a negative phase at 1 Ib. per 
sq. in. lasting 15 seconds. Aeration of the lungs is 
thus effected, and when regular respiration is estab- 
lished a steady pressure of 2 lb. per sq. in. is 
continued as long as is required. Pulmonary 
excretions are expelled during the induced respira- 
tory cycle. A definite reduction in the mortality 
rate of the asphyxiated newborn infant is claimed. 


W. C. Wyllie 


1016. Asphyxia and Resuscitation of the Newborn. 
(Asphyxie et réanimation du nouveau-né.) 

By H. MULLER and P. Koenic. Rev. méd. 
Suisse rom., 70, 720-728, Dec. 1950 3 figs., 
21 refs 


1017. Adiponecrosis Subcutanea Neonatorum. 
By J. M. O’Donnett. Med. J. Aust., 1, 193, 
Feb. 3, 1951. 


1018. The incidence of Enlargement of the Thymus 
in the Newborn. (fréquence des hypertrophies du 
thymus chez le nouveau-né.) 

By E. Barit. Un. méd. Can., 80, 28-30, Jan. 
1951. 


io19. Incubator Care of the premature Infant. Dis- 
cussion of Optimal Conditions and the Current 
Methods for their Provision. 

By J. Dancts and H. M. CarpuLto. Pediatrics, 
6, 432-440, Sept. 1950. i fig., 8 refs. 

The authors review the literature dealing with 
the optimum environmental conditions for the care 
of premature infants and reach certain conclusions 
concerning the requirements to be met in the 
design of incubators. In order to meet the varying 
needs of infants of different degrees of prematurity 
it should be possible to control the environmental 
temperature within 1 to 2 degrees in the range of 
26° to 38° C. The humidity should be high (65 
per cent or more) for babies of less than 2.3 kg., 
and less (down to 30 per cent) for infants over this 
weight The question of oxygen concentration 
presents a controversial picture; 30 to 50 per cent 
is usually regarded as the desirable range, though 
the authors showed that in one standard type of 
incubator, used widely with apparent success, the 
oxygen content in the 9 units tested ranged be- 
tween 24 and 30 per cent. 

The authors have examined and tested 46 incu- 
bators of 6 different types in relation to the above 
criteria. The most even temperature from head 
to foot was obtained in those where the heating 
unit lay under the mattress protected by a deflec- 
tor. Since cooling may also be required in hot 
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weather, a forced air circulation is valuable. It 
was found that periodical checks of oxygen con- 
centration were essential in all the incubators 
tested, owing to the many factors which may 
affect the concentration from time to time and 
make necessary some adjustment, usually of a 
minor nature, to restore it to the desired level. 
Defects in design of the circulatory system may 
only be apparent when oxygen concentrations are 
checked—in one model with a motor-driven circu- 
lation an effective level could only be obtained by 
switching off the engine. Small leaks can cause 
enormous variations in concentration, while the 
effect of opening the top of the incubator for a few 
minutes is to reduce the oxygen concentration 
severely; however, there is no significant loss if 
arm holes are used for the necessary nursing mani- 
pulations. In one type of incubator maintenance 
of a concentration of 50 per cent oxygen required 
a flow of ro litres per minute when two small vents 
were open, and of 4 litres per minute with the vents 
closed, the open position being the ‘‘ normal ”’ 
specified by the maker. Assuming the incubator 
to be in use 8 months each year it is calculated 
that minor adjustment would save 250 cylinders of 
oxygen a year. Humidity measurement with the 
wet-bulb thermometer is inaccurate, and for this 
purpose a hygrometer or a sling psychrometer is 
essential. Adequate humidity may be more 
simply obtained by bubbling the oxygen through 


water, or by recirculation, whereas with any 
humidifier in which heating is used the humidity 
naturally cannot be increased without raising the 


temperature, In the open-top type of incubator 
the humidity and oxygen concentration figures 
obtained by the authors did not differ significantly 
from those in the room, but temperature control 
was satisfactory. 

The authors conclude from their study that it 
is the rule rather than the exception for the perfor- 
mance of incubators in everyday use to be well 
below their best. Many instruments tested were 
improved greatly by minor adjustments, and _ it 
appears to be vitally important that regular servic- 
ing, either by the manufacturer or by the hospital, 
be carried out. J. G. Jamieson 


1020. Vitamin E Levels in Term and Premature 
New-Born Infants. 

By W. T. Moyer. 
1950. 9 refs. 

1021. Hydranencephaly: Clinical Diagnosis. Presen- 
tation of Seven Cases. 

By W. B. Hampy, R. F. Krauss, and W. F. 
Beswick. Pediatrics, 6, 371-383, Sept. 1950. 
6 figs., 12 refs. 

The authors describe the clinical picture (which 
they consider sufficiently characteristic to enable 
a diagnosis to be made during life) of a cerebral 
anomaly consisting of hydrocephalus associated 
with absence of the cerebral hemispheres, of which 
they report 7 cases. Retardation, not always ap 
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parent until several weeks after birth, enlargement 
of the head, irritability, unco-ordinated move- 
ments of the eyes, and spasms of the limbs and 
trunk were typical and constant symptoms, while 
a cracked-pot note on percussion of the skull, 
transillumination of the head, and absence of 
electrical activity in the electroencephalogram 
supported the diagnosis. Ventriculograms demon- 
strated the absence from the cranial cavity of any 
nervous tissue except the mid- and _ hind-brain; 
which was confirmed at necropsy in 3 of the cases. 

M. Baber 


1022. The Structure of Congenital Brain Hernias. 
{In Russian.] 

By A. F. Zverev and V. A. BaktiyaRov. Arkh. 
Patol., 12, No. 4, 80-85, July-Aug. 3 figs., 9 refs. 

An anatomical and histological study is des- 
cribed of 104 cases of congenital brain hernia, in 90 
of which operation had taken place. The hernia] 
contents consisted usually of a combination of 
glial and fibrous tissue, muscles, fat, blood vessels, 
and of relatively sparse nerve cells. L. Crome 

1023. Chylothorax in the Newborn. 

By J. Sakura. Arch. Dis. Childh., 25, 240-241, 
Sept. 1950. 7 refs. 

A chylous pleural effusion appeared in an infant 
4 days after forceps delivery. Cyanosis and 
dyspnoea were present and radiography revealed 
an effusion. Aspiration on the fifth day produced 
45 ml. of opalescent yellowish fat-free fluid, and 
a second aspiration on the tenth day go ml. of, 
typical chylous fluid containing 48 mg. of choles- 
terol and 0.9 g. of fat per 100 ml. After the second 
aspiration there was a steady progress to complete 
radiological and symptomatic recovery. When 
last heard of at 6 months of age, the boy weighed 
18 lb. (8.1 kg.) and was in normal health. A 
search of the literature revealed only 13 reported 
cases in infants in the first year of life and only 5 
in the neonatal period. Of the latter infants 3 
died and 2 recovered after aspiration. It is sug- 
gested that in infants very slight trauma may 
cause a rupture of the thoracic duct, and that in 
neonatal cases such as this one the trauma may be 
of obstetric origin. The delay in the appearance 
of symptoms is probably due to the time taken 
for the escaping chyle to penetrate the parietal 
pleura and reach the pleural cavity. 

T. A. A. Hunter 


1024. Congenital Dislocation of the Hip in the 
Newborn and in Early Postnatal Life. 

By V. L. Hart. J]. Amer. med. Ass., 143, 1299 
1303, Aug. 12, 1950. 8 figs., 3 refs. 

The author points out that congenital disloca- 
tion and subluxation of the hip commonly escapes 
diagnosis during the first year of life. A limp when 
the child starts to walk is often the first sign to 
draw attention to a dislocation, and subluxations 
frequently remain unrecognized until secondary 
osteo-arthritic changes develop during adult life. 


q 
a 
| 
| | 
| 


=08 


He stresses the need for early recognition of these 
congenital abnormalities of the hip, so that a better 
standard of results can be obtained by starting 
treatment during the first year. 

He describes three clinical signs which should be 
sought for in babies: (a) The sign of the jerk or 
lick (Ortalini). In this manoeuvre the displaced 
femoral head enters the acetabulum with a jerk or 
click during gradual abduction of the flexed thighs. 
b) Limitation of abduction of the flexed hip. 
When the hip is subluxated or dislocated, soft- 
tissu yntracture limits abduction. The normal 
range is approximately So degrees. (c) Femoral 


head displacement from the acetabulum. An ab- 


normal position of the femoral head can be con- 
firmed by palpation or measurement, or by 
liciting telescoping 


For treatment of the congenital subluxation dur- 
ng the first year of life the author advises the use 
ff the Freika abduction pillow splint. This splint 
onsists of a pillow of kapok or feathers covered 
with twill or mattress ticking, which supports the 
thighs in a position of full abduction. For the 
older child with a dislocation he advocates manipu- 
lative reduction by the Ortalini manoeuvre followed 
by immobilization in a short plaster-of-Paris spica 
extending to, but not including,” thé knees. 

The results of the treatment of congenital sub- 
luxation and dislocation would undoubtedly be 
improved if treatment could be instituted during 
the first year of life. Early diagnosis should be 
possible if babies’ hips were routinely ex imined on 
the lines described. ] ]. S. Batchelor 


1025. Investigations into the Histamine Content of 
Umbilicat Blood. [In English. 

3y O. Petray. Acta paediatr., Stockh., 39, 
253-290, 1950. I fig., 29 refs 

1026. The Significance of Haemolytic Disease of 
the Newborn in Obstetrical Practice. (Die praktische 
Bedeutung des Morbus haemolyticus neonatorum in 
ler Geburtshilfe. ) 

By A. IKLE. Praxis, 39, 1068-1069, Dec. 14, 
19450 

7. Erythroblastosis Fetalis. II. Prognosis in 

Relation to History, Maternal Titer and Length of 
Fetal Gestation. 

3y F. H. Atiten, L. K. Dtamonp, and V. C. 
VauGHAN. Pediatrics, 6. 441-451, Sept. 1950. 
12 refs 

The authors have studied 340 cases of erythro- 
blastosis foetalis seen at the Children’s Hospital, 
Boston, Massachusetts, and the Boston Lying-in 
Hospital during the years 1945-8. Statistical 
analysis showed that a higher degree of sensitiza- 
tion followed transfusion of an Rh-negative woman 
with Rh-positive blood than followed a single preg- 
nancy with an Rh-positive foetus, the mechanism 
apparently being the same, but the stimulus of 
transfusion being the more potent However, a 
higher incidence of stillbirth due to ervthroblastosis 
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was found following sensitization by previous preg- 
nancy than by transfusion, In a general way the 
outcome of the disease was related to the amount 
otf Rh antibody in the maternal blood. When the 
maternal antibody titre reached 1 in 64 there was 
a greater danger of still-birth or neonatal death, 
whereas if the titre was less than 1 in 16 there was 
a better chance of the infant’s survival. Statisti- 
cally, there was no consistent relationship between 
the prognosis for the child and the type of maternal 
antibody, although the authors formed the clinical 
impression that the outlook was better if the anti 

body was of the saline-active (early immune) type 
rather than of the hyperimmune type active in 
albumin or serum. The length of gestation in 
relation to the outcome has been discussed in a 
previous paper by the same authors (Pediatrics, 
1950, 6, 173) and further figures now available con- 
firm their previous findings. Most fatalities occur 
in children born of mothers with high titres of 
antibody in the blood after less than 38 weeks 
gestation. Comparison of the figures for 2 separate 
years, when the induction rates were 13 and 37 per 
cent respectively, showed that induction in itself 
did not cause a higher foetal or neonatal mortality, 
except in so far as it shortened the gestation period, 
it being, in fact, the degree of immaturity which 
was the deciding factor. The authors estimate that 
the number of stillbirths avoided by induction 
was roughly equal to the number of cases of kernic- 
terus in immature infants. Since a stillbirth is 
generally regarded as a more satisfactory outcome 
than a living child with kernicterus, there is no 
indication for premature induction. 

The analysis of this series of cases suggests that 
the prognosis in cases where previous infants have 
been affected, although worse than for the first 
affected child of the family, is much better than 
has generally been allowed by other authors. On 
the other hand, when the first- or second-born Rh- 
positive child of a family is affected the prognosis is 
likely to be worse than when 2 or more Rh-positive 
children have previously been born unaffected, it 
being suggested that in the former case the mother 
is more susceptible to sensitization. 

J. G. Jamieson 


1028. Kernicterus. Etiologic Study Based on an 
Analysis of 55 Cases. 

By W. W. and R. T. MvupDGETT. 
Pediatrics, 6, 452-474, Sept. 1950. 3 figs., 22 refs. 

Kernicterus is assumed by many authors to be a 
specific sequel of erythroblastosis foetalis, those 
cases in which it has been attributed in the past 
to sepsis or immaturity being explained by lack of 
the means of diagnosing erythroblastosis serologi- 
cally. Now that such means are available, the 
authors felt that it would be useful to review all 
cases of kernicterus discovered at necropsy at the 
Children’s Hospital of Michigan since 1940 in 
relation to the clinical and serological findings. 
The criterion for a diagnosis of kernicterus was 
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taken to be the presence of yellow pigmentation, 
visible to the naked eye, in certain parts of the 
brain after fixing in formaldehyde, and this was 
satisfied in 55 cases, which are divided into 2 
groups. The first group of 23 cases were those in 
which there had been serological evidence of ery- 
throblastosis, cases diagnosed as such on clinical 
grounds but without serological support being 
excluded. The second group consisted of cases in 
which death had been due to severe generalized 
mfections, diarrhoea, dehydration,and pulmonary 
and cerebral haemorrhage, and 2 cases where there 
was maternal diabetes 

The patients in group 1 conformed to the clinical 
picture of erythroblastosis. In the second group, 
icterus was usually mild and often appeared late, 
but eventually developed in every case, possibly 
owing to the high incidence of prematurity in the 
group. A palpable spleen was encountered only 
once. The kernicterus did not seem to differ in the 
two groups, though biochemical investigation of 
the pigment was impossible. The authors discuss 
the significance of certain differences between the 
two groups. The incidence of prematurity was 43 
and 75 per cent respectively, suggesting that it 
might be an aggravating factor in the aetiology of 
kernicterus, though it has been shown statistically 
not to be a causal factor, Of the first group only 
2 infants were negroes, compared with 50 per cent 
of the second group. An intensive search for anti- 


bodies was made in the blood of 13 mothers of 
children in the second group, but nothing positive 


resulted, In 17 out of the 20 cases tested mother 
and child were both Rh positive, only one mother 
being Rh negative. The question arises whether 
ABO incompatibility, through a specific immuno- 
logical mechanism, could have been responsible. 
In 9 cases this could be ruled out at once since 
mother and child were of the same blood group. 
Of the remaining 8 cases there was incompatibility 
within the ABO groups in 47.5 per cent, as com- 
pared with the figure of 20.9 per cent which would 
be expected in a normal population. The authors 
feel that. although this suggests a possibility that 
ABO incompatibility may be a predisposing factor, 
their series is not large enough to allow any con- 
clusion to be drawn. In no case were they able to 
demonstrate either antibodies or a high agglutinin 
titre against A and B in the maternal serum. In 
the one case where there was Rh incompatibility 
there was no evidence of Rh sensitization. 

The authors conclude that kernicterus is not a 
specific effect of erythroblastosis, and suggest 
tentatively that it may be the result of a combina- 
tion of brain damage and a raised blood bilirubin, 
conditions which occur in ervthroblastosis and also 
m many other conditions. 1. G. Jamieson 


1029.’ Perceptive Deafness Associated with Severe 
Neonatal Jaundice. A Report of Sixteen Cases. 
By N. CRaBTREE and J. Gerrarp. ]. Larvng., 
61. 482-506, Aug. 1950. 1% figs., r1 refs. 
K 
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The clinical details and audiograms in 20 cases 
of deafness associated with kernicterus are re- 
viewed. In these cases the jaundice was due to 
Rh-factor iso-immunization, though this type of 
jaundice is not invariably due to this cause. In 
the majority of cases direct pure-tone audiometry 
with consistent test findings was possible. In the 
younger children the conditioned-play technique 
was used. 

There were 15 cases of perceptive deafness, all 
but one with high-tone loss. In 2 patients deafness 
was complete. In one the hearing closely 
approached normal, and one had severe mixed 
deafness. The remaining 3 had conductive deat- 
The degree of deafness bore no constant 
relation either to the extent of the extrapyramidal 
lesion, or to the level of intelligence. 

In contrast to cases associated with maternal 
rubella, the hearing organs develop normally, but 
the cochlear nuclei ate damaged in kernicterus. 
Examination of the brain stem and temporal bones 
in one case showed a normal state of the organs of 
Corti, nerve fibres, and ganglion cells, but marked 
changes in the ventral and dorsal cochlear nuclei 
in the brain stem. ‘‘ The cell bodies of the nerve 
cells in many instances had completely disinte- 
grated or faded away. In other instances the cell 
outline alone was visible and the ‘nucleus had 
disappeared. In a few instances the cytoplasm of 
the cell had a homogeneous appearance and 
stained brightly with eosin, while the nuclear 
material was collected into two or more small 
clumps.”’ Stephen Suggit 


ness. 


1030. Nuclear Deafness and the Nerve Deaf Child: 
The Importance of the Rh Factor. 

By V. Goopurtt. Tvans. Amer. Acad. Ophthal. 
Otolaryng., 54, 671-687, July-Aug. 1950. 11 figs., 
16 refs. 

The causes of infantile nerve deafness are not 
well known, and with two exceptions the classifi- 
cation of these causes has not varied since Politzer 
set them out over 50 years ago. The first exception 
is rubella in the mother during the first 3 months 
of pregnancy, and the second exception is discussed 
in this article. 

The cause of erythroblastosis is the presence of 
Rh antibodies in the maternal blood. In America 
the incidence is about 1 in 150 births. The various 
forms of damage to the central nervous system in 
erythroblastosis have been called kernicterus, and 
this term includes both the anatomical lesions and 
their physical signs. There is usually damage to 
the basal ganglia with extrapyramidal spasticity, 
athetoid and choreiform movements, and emo- 
tional instability with mental retardation. Ery- 
throblastosis is the common cause of kernicterus, 
although there are other causes, such as difficult 
labour. The associated deafness is thought to be 
nuclear, as so many of the lesions of kernicterus 
cur in the brain-stem. There is, at all events, 
of damage to the cochlea. The deaf- 
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ness is usually symmetrical and moderate, and it 
is associated with the athetoid form of cerebral 
palsy; children suffering from cerebral palsy with- 
out athetoss are not deaf William McKenzte 


1031. Aureomycin in the Treatment of Neonatal 
infections. (Infection du nouveau-ne et aureomycine. ) 

By L. Ripapgau-DuMas, —. HERaux, J. 
DEBRAY, and VERLIAC Pr. méd., 58, 921-922, 
Aug. 26, 1950. 1 fig 

The use of aureomycin in the treatment of neo- 
natal infections at the Tarnier Clinic, Paris, is 
described and its value briefly discussed. Three 
groups of infants are described: 4 infants in which 
the chief sign was sudden loss of weight in the first 
week of life; 5 infants with otitis media; and 4 
infants with aural infection complicated by 
involvement of the central nervous system, in all 
of which an immediate response was obtained with 
iureomycin after sulphonamides, penicillin, or 
streptomycin had failed. In a single case in which 
aureomycin apparently failed the authors state the 
fever was due not to infection but to massive intra- 
ventricular haemorrhage These infants were 
given 2.5 mg. of the drug daily. It is noted that 

benign serous otitis and slight difficulty in swal 
lowing (possibly due to pharyngitis) were observed 
during recovery while aureomycin was st?ll being 
given. These symptoms may have been due to a 
focal reaction Incidence not stated.] Cases of 
difficult labour are given aureomycin as a routine 
m this clinic as a prophylactic against such infec 
tions as have been described Y ee Macqueen 


1032. The Transmission of Hemolytic Streptococcal 
Infections in Infant Wards with Special Reference to 
** Skin Dispersers.’’ 

By C. G. Loosut, M. H. D. Smiru, J. CLINE, 
and L. Netson. J. Lab. clin, Med., 36, 342-359, 
Sept. 1950. 5 figs., bibliography 

[he spread of a haemolytic streptococcal infec 
tion in an infants’ ward was studied at the Harriet 
Lane Home of the Johns Hopkins Hospital during 

trial of triethylene glycol vapour as a means of 
control of cross infections between November, 

945, and Mav, 1946. The source of the infection 
was a six-month-old infant admitted in October 
with an infection of the skin superimposed on an 
infantile eczema. Despite the aseptic techniques 
employed, the ward environment was badly con- 
taminated during this patient’s stay with a 
3-haemolvti« streptococcus of group A, type 33, 
which was uncommon in Baltimore at this time 
During this period 25 of the infant patients 
developed streptococcal infections, including 16 
cases of nasopharyncitis, of otitis media, 6 of 
skin infection, and one of wound infection, while 
18 nurses, doctors, attendants, and visitors were 
also infected and one developed a typical scarlatini- 
form rash. Extensive bacteriological surveys were 


carried out and numerous types of organisms were 
isolated both from individuals and rol th 


environment, but all secondary infections wer 
tound to be due to the same streptococcus 

The numbers of haemolytic streptococci isolated 
from the environment varied as the skin condition 
of the baby who originated the outbreak. After a 
marked improvement in the skin and a disappear- 
ince of haemolytic streptococci? from the environ- 
ment the child was transferred to another ward, 
but a recurrence of the skin condition resulted in a 
heavy contamination of this ward. The pattern 
of contamination and the dispersion of strepto- 
cocci were determined by counting the number of 
colonies on blood agar ‘‘ settling plates ’’ exposed 
on the bedside tables. The highest counts were 
found in the vicinity of the child with infected 
eczema and of the child who developed suppurative 
otitis media. No dust-suppressive measures were 
employed in this investigation and triethylene gly- 
col vapour failed to prevent the contamination of 
the ward. The authors conclude that infants and 
children with streptococcal skin infections are 
‘dangerous dispersers ’’ of these organisms and 
should be promptly isolated. They recommend 
that the employment of antibtotics, both thera- 
peutically and prophylactically, should be con- 
sidered for the control of secondary infections in 
hospital wards. W. 7. Martin 


1033. Our Experience of Congenital Syphilis. 
(Sobre sifilis congenita: neustra experiencia. ) 

By D. Pepraza and S. Los TERREROS 
AMEzAGA. Acta fediatr. esp., 84, 1191-1200, 
Oct. 1950. 

The authors survey the various clinical symp- 
toms which were present in 286 cases of congenital 
syphilis tn Madrid. Their investigations showed 
that this form of syphilis was associated with a 
relatively high mortality; it was one of the four 
most frequently recorded causes of death in their 
hospital, During the last few years the morbidity 
figure has considerably increased in Madrid. The 
authors advocate treatment with arsenicals and 
penicillin; mercury should be discarded because of 
the unsatisfactory results obtained. 

Franz Heimai 


1034. Congenital Tuberculosis. 

By F. E. Amick, M. W. ALDEN, and L. K. 
Sweet. Pediatrics, 6, 384-390, Sept. 1950, 11 refs 

The authors record details of 4 verified cases ot 
congenital tuberculosis (the literature hitherto 
contained 124) which occurred at the Gallinger 
Municipal Hospital, Washington, D.C., between 
1940 and 1949, The infants were all born pre- 
maturely of mothers with active tuberculosis; 3 
were removed immediately after delivery and one 
within an hour, and further contact rigidly 
excluded. Two of the infants died and the other 2, 
who were treated with streptomycin, survived. 
Three of the mothers were suffering from pul 
monary tuberculosis of miliary type, one of these 
Iso having tuberculous salpingitis, while the 
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fourth mother was suffering from active pelvic 
tuberculosis with peritonitis. Except for pre- 
maturity the infants appeared normal at birth and 
made good progress for 2 to 7 weeks. However, one 
died on the 17th day of tuberculous bronchopneu- 
monia, acid-fast bacilli being demonstrated post 
mortem in the lumina and walls of the alveoli, and 
another died on the 8th week, also of tuberculous 
bronchopneumonia verified at necropsy. In the 
latter case additional foci, miliary in distribution, 
were found in the liver and spleen and contained 
the rare Langhans type of giant cell together with 
tubercle bacilli. The tuberculin reaction (P.P.D. 

2nd strength) had been positive in the 7th week 
of this infant’s life. 

The third infant developed miliary disease of the 
lungs at the roth week; tubercle bacilli were found 
in the gastric washings, and the liver and spleen 
were enlarged. After treatment with streptomycin 
(60 mg. intramuscularly 4-hourly for 4 months) the 
child made good progress which was continuing at 
2 years of age, although there was absence of vesti- 
bular function and mental retardment. In this 
case the tuberculin reaction was positive at 3 weeks 
of age. In the remaining case the infant developed 
right-sided otitis media at 7 weeks. Antrotomy 


was performed and the diagnosis of tuberculosis 
confirmed by smear and culture from pus and 
biopsy of a cervical lymph node and of tibial bone 
marrow. Treatment with streptomycin (0.25 g. 
intramuscularly 6-hourly for 124 days) had a good 


effect, and at 18 months the child was well, though 
lacking in vestibular function and mentally re- 
tarded. No lung lesion had developed. 

The first 3 infants were doubtless infected by 
aspiration of tuberculous amniotic fluid in utero, 
although there was a possibility in one of these of 
infection during birth, while in the fourth case the 
primary lesion, otitis media, must have been con- 
tracted in the maternal passages. In order to 
ensure early diagnosis and treatment the authors 
advocate repeated tuberculin tests on the newborn 
infants of mothers with active tuberculosis. 

V. Reade 


1035. Experimental Congenital Toxoplasmosis. I. 
The Vagina as a Portal of Entry of Toxoplasma 
in the Mouse. 

By D. Cowen and A. Wo Fr. J. exp. Med., 92, 
393-402, Nov. 1950. 20 refs. 

In an attempt to throw light on the mode of 
transmission of toxoplasmosis, the authors carried 
out experiments on female mice inoculated by the 
vaginal route. This route was selected because it 
was thought that it might be the portal of entry 
in natural human infections. 

The infective material was obtained from the 
brain of mice in which human strains of Toxo- 
plasma were maintained by intracerebral and intra- 
peritoneal passages. The toxoplasm-infected 
mouse-brain suspension was introduced into the 
vagina of 365 female mice after they had been 
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mated, Toxoplasmic infection occurred in a large 
proportion of the animals, the incidence in preg- 
nant animals being 82 per cent, in mated animals 
without evident pregnancy 46 per cent, and in 
virgin mice 27 per cent. The majority of infected 
mice showed no symptoms of disease, but in a 
minority there were neurological and respiratory 
disturbances. Pregnant mice frequently  suc- 
cumbed to the infection in the terminal stages of 
pregnancy or shortly after parturition. 

The authors discuss the possibility that the 
vagina might serve as a portal of entry in human 
toxoplasmosis by transmission from the male dur- 
‘ing sexual intercourse, or by contamination 
through infected faeces or urine. It is admitted, 
however, that there is no evidence to support these 
views. It is thought that the high susceptibility 
of pregnant mice to toxoplasmosis might explain 
the high incidence of congenital human toxo 
plasmosis and the symptomless infection of the 
mothers, who are comparable to those pregnant 
female mice which acquired a symptomless infec- 
tion after vaginal inoculation C. A. Hoare 


1036. Experimental Congenital Toxoplasmosis. I. 
Transmission of Toxoplasmosis to the Placenta and 
following Vaginal Infection in the Pregnant Mouse. 

By D, Cowen and A. Wotr. /. exp. Med., 92, 
403-416, Nov. 1950. 5 figs., 4 refs. 

In the preceding paper (Abstract 1035) the 
authors demonstrated that toxoplasmosis can be 
transmitted to mice by inoculation of infected 
material into the vagina. The present paper deals 
with transmission of the disease to the offspring of 
pregnant mice infected by the vaginal route. 

After the animals had died of the mfection, or 
were killed at various stages of pregnancy, the 
maternal tissues, placentas, and foetuses were 
examined microscopically, and material was inocu- 
lated into test animals in order to demonstrate the 
presence of parasites before they could be detected 
visually 

It was shown that the infected mice transmitted 
toxoplasmosis to the placentas and to foetuses in 
utero. The parasites inoculated into the vagina 
produced primary foci in its wall, from which they 
entered the blood stream, whence they were 
carried to various tissues, including the placenta, 
in which they produced disseminated lestons be- 
tween the 3rd and the oth day of pregnancy. From 
the placenta the toxoplasms were carried into the 
foetal circulation. They could be demonstrated in 
suspensions of foetal tissues from the 17th day ot 
pregnancy by sub-inoculation of test animals, but 
histological examination of foetuses failed to reveal 
any lesions. It is concluded that before birth the 
parasites are restricted to the foetal blood stream. 

In discussing the bearing of their experiments on 
congenital toxoplasmosis in man, the authors 
suggest that the maternal parasitaemia during 
pregnancy necessarily precedes invasion by the 
parasites of the placenta and foetus, irrespective 
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of the portal of entry mto the mother. It is 
thought that in the human being this occurs early 
in the course of the maternal infection. It is also 
suggested that some cases of spontaneous abortion 
and foetal death in man are due to inapparent 
toxoplasmosis, as in the case of mice. 


C. A. Hoare 


1037. Experimental Congenital Toxoplasmosis, III. 
Toxoplasmosis in the Offspring of Mice Infected by the 
Vaginal Route. Incidence and Manifestations of the 
Disease. 

D. Cowen and A. Wotr. /. exp. Med., 92, 
317-429, Nov. 1950. 18 refs. 

Having in the preceding two papers (Abstracts 
1035 and 1036) demonstrated that vaginal inocu- 
lation of pregnant mice with toxoplasms results in 
their infection and in transmission of the infection 
to the foetuses in utero, the authors now give an 
wccount of the course of Toxoplasma infection in 
the surviving offspring of such mice 

Congenital toxoplasmosis occurred only in those 
young mice whose mothers had been infected be 
tween the 7th and oth days of pregnancy, whereas 
the offspring of those infected later were normal 
On the other hand, female mice infected before the 
7th day had a placental infection but usually did 
not give birth to viable young. The highest inci 
dence of congenital toxoplasmosis (57.6 per cent 
resulted from two vaginal inoculations, on the 8th 
ind oth days of pregnancy. The majority of the 
infected young mice remained symptomless; in 
some, however, development was retarded, and 
others became ill or died between the 2nd and 4th 
weeks of life. Pathological changes were absent 
from newly-born mice but developed after the 9th 
postnatal day 

The authors finally discuss the bearing of the 
foregoing observations on congenital toxoplasmosis 
in man, It would seem that any portal of entry 

not necessarily the vagina—which produces 
maternal parasitaemia during pregnancy might 
lead first to infection of the placenta and 
iltimately of the foetus. In pregnant women there 
is a long period in which transplacental transmis- 
sion to the foetus may take place. When it occurs 
shortly before parturition, signs of toxoplasmosis 
in the human infant may not become evident until 
several weeks after birth. However, when the 
foetus becomes infected long before parturition the 
symptoms may be present at birth. The symptom- 
less infections observed in many mice also have 
their parallel in human cases C. A. Hoare 


1035. Incidence of Toxoplasma Infection in North- 
west England. Transmission of Antibody from 
Mother to Foetus. 

By A. MacDonatp. Lancet, 2, 560 562, Nov. 
iS, 1950. 7 refs 

The incidence of toxoplasmosis in north-west 
England was investigated by testing 12 children 


with clinical signs (chorio-retinitis and cerebral 
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calcification), 88 with doubtful signs, and a control 
series of 350 Cases (150 blood donors, 100 normal 
children under 10 years, and 100 other adults sero- 
logically). 

In 10 of the 12 clinically diagnosed cases, @ of 
the 88 doubtful cases and 13 of the controls, the 
complement-fixation reaction for toxoplasmosis 
was positive. Among the 100 normal children 
under 10 years there were no positive reactions, so 
that the incidence of symptomless infection in the 
adults in the control series was 5 per cent. This 
means that it is impossible to diagnose congenital 
toxoplasmic infection in a child solely by examina- 
tion of the maternal! blood. 

Re-examination of mothers’ sera at intervals 
showed no detectable loss of complement-fixing 
antibody during periods of as long as 12 months, 
but whether this was due to continued infection or 
inerely to a continuing stimulus to antibody forma- 
tion is not known The findings of Sabin and 
leldman were confirmed; these workers had shown 
that antibodies from mothers who had given birth 
to infected infants were transferred in subsequent 
pregnancies to infants who remained uninfected 
ind whose transferred antibodies disappeared after 
+; to 5 months 

It is suggested that possibly maternal antibody 
is protective to the foetus, and that only those 
mothers infected during pregnancy are likely to 
give birth to infected infants. This would mean 
that subsequent children are likely to be born 
uninfected. Wilfrid Gaisford 


1039. Congenital Toxoplasmosis. Report of Two 
Cases in Twins. 

By H.G. FarounHar. Lancet, 2, 562-564, Nov. 
18, 1950. 4 figs., 21 refs. 

An infant aged 8 months, one of twins who had 
weighed 4 Ib. 2 oz. and 4 Ib. (1.8 kg.) at birth 
respectively, was taken to hospital for investiga- 
tion because of right-sided microphthalmia (noted 
shortly after birth), increasing size of the head 
(noted from 5 months of age) and failure to 
progress as well as her twin brother. 

On examination. she was found to have chorio- 
retinitis, and radiography of the skull showed fine 
calcification in front of and above the sella turcica 
Ventriculography revealed gross hydrocephalus. 
Her twin brother was clinically and radiologically 
normal, apart from a very mild degree of peri- 
macular atrophy. For toxoplasma antibodies the 
dye test was positive to a titre of 1 in 512 in both 
twins and 1 in 256 in the mother; the father gave 
a negative reaction The complement-fixation 
reaction was positive to 1 in 40 in both twins and 

in 20 in the mother and negative in the father. 

It would appear that the girl twin had charac- 
teristic signs of toxoplasmosis, while her brother 
and mother had a symptomless infection. It is 
suggested either that the brother had a greater 
resistance to the disease or that fewer parasites 
entered his blood. The fact that his antibody titre 
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was higher than his mother’s points to actual toxo- 
plasmic infection rather than maternal transmis- 
sion of antibodies. Wilfrid Gaisford 


1040. Toxoplasmosis Complicated by Chickenpox 
and Smallpox. Report of a Case. 

By I. D. Ritey and G. C. ARNEIL. 
504-565, Nov. 18, 1950. 1 fig., 13 rets. 

A premature infant who weighed 4 lb. (1.8 kg.) 
at birth had a series of convulsions at the age of 
g months. She was found to have plagiocephaly, 
left microphthalmia, and bilateral chorio-retinitis. 
Radiographs of the skull showed diffusely scattered 
areas of calcification in the brain, The cerebro- 
spinal fluid contained an excess of globulin and 100 
lymphocytes per c.mm.; the blood showed an 
eosinophilia of 8 per cent. The dye test for toxo- 
plasmosis was positive to a titre of 1 in 256 and the 
skin neutralizing test gave a value of 100 skin-test 
doses, the results being identical in the infant and 
her rhother. 

The infant developed varicella 3 months later; 2 
weeks after that she was exposed to variola, which 
she contracted, and from which she died. Necropsy 
was not performed, 

In view of the completely negative maternal 
history and the cerebrospinal fluid findings in the 
infant, it is concluded that the infant suffered from 
congenital toxoplasmosis and that the mother 
had a symptomless infection. Wilfrid Gaisford 


Lancet, 2, 


1041. The Glycemic Response of the Newborn Infant 
to Epinephrine Administration: a Preliminary Report. 

By M. M. DesmMonp, J. R. HILD, and J. H. Gast. 
J. Pediat., 37, 341-350, Sept. 1950. 5 figs., 
refs. 

The mechanism of the hypoglycaemia frequently 
found in newborn and premature babies was 
studied in normal, full-term, newborn infants, to 
whom injections of 1 in 1,000 adrenaline, 0.03 ml. 
per kg. body weight, were given in order to deter- 
mine whether adequate liver glycogen was avail- 
able. Despite initially low blood glucose levels in 
these infants, a definite rise was obtained with 
adrenaline, thus supporting the views of earlier 
workers that hypoglycaemia of the newborn is not 
due to deficient stores of hepatic glycogen. The 
rise in blood sugar level tended to be greater after 
the first 5 days of life. W.G. Wyllie 


1042. Dehydrated Banana in the Dietetic Manage- 
ment of Diarrheas in Infancy 

By J. H. Fries, N. J. CuHrara, 
Watpron. J. Pediat., 
26 refs. 

The authors treated one group of 20 children 
under 1 year of age, suffering from non-specific 
diarrhoea, by the orthodox starvation method, and 
another 20 were given flaked, dehydrated banana 
from the beginning. The response of those having 
banana was much better than that of the others— 
diarrhoea abated more quickly, there was an 


and R. J. 
37. 367-372, Sept. 1950. 
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absence of gastric disturbance when normal milk 
feeding was reinstituted, and there was, on the 
average, no weight loss. The children all took the 
banana willingly, and their hunger was satisfied. 
The response in the treated group at the end of 
72 hours was classed as good in 17 cases and fair 
in 3; and in the control group good in 7, fair in 7, 
and poor in 6. The children in the control group 
lost an average of 3.38 oz. (95.8 g.) in weight, 
whereas those having banana gained an average of 
3-9 oz. (111 g.). Possible reasons for the efficacy 
of banana are discussed. E. H. Johnson 


1043. Hepatitis Associated with Infantile Diarrhoea. 

By J. Warnwricutr. Arch. Dis. Childh., 25, 
286-291, Sept. 1950. 6 figs., 13 refs. 

In a series of 350 consecutive necropsies per- 
formed at the Duchess of York Hospital for Babies, 
Manchester, a hepatitis with distinctive gross and 
microscopical pathological features was discovered 
at necropsy in 10 infants who had died after develo- 
ping jaundice, diarrhoea, and vomiting, and in one 
who had also had acute meningitis and strepto- 
coccal septicaemia, while identical liver changes 
were found in 5 out of 15 cases of acute ulcerative 
enteritis, in 4 of which jaundice had been present. 

In each case the liver was green or yellow and 
enlarged. Microscopically, periportal fatty infiltra- 
tion and cell necrosis were accompanied by con- 
siderable proliferation of bile canaliculi and 
fibroblastic overgrowth. Attention is drawn to the 
fact that zonal necrosis of the peripheral type is 
rare in human pathology, but may be produced 
experimentally by the intraperitoneal injection of 
certain toxic substances. m M. MacGregor 


1044. Self-demand Feeding in the First Week of 
Life. 

By R. W. Otmstrep and E. B. Jackson. 
Pediatrics, 6, 396-401, Sept. 1950. 4 figs., 12 refs. 

The authors undertook an investigation into self- 
lemand feeding in the newborn in 1946; there were 
then available only two records, concerning 4 
infants, of practical observations. A ‘‘ rooming-in 
project '’ was therefore established at Yale Uni- 
versity, provision being made for babies to remain 
in company with their mothers, in contrast to 
institution practice in which babies are fed accord- 
ing to a rigid time-table. Feeding was allowed 
according to demand, but with at least an hourly 
interval between feeds. 

There were 100 breast-fed and 7 bottle-fed 
infants; the former were given complementary or 
supplementary feeds of milk-mixture or glucose 
and the latter complementary feeds, if required. 
(A complementary feed is defined as administration 
of any fluid under 1 hour from the last feed and a 
supplementary feed as one given after an interval 
of more than 1 hour.) The period covered was 7 
complete days from midnight on the day of birth. 
On the 7th day 59 babies were completely breast- 
fed, but 41 required additional nourishment. 
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lables and charts show that among the breast-fed 
there was an increase in the average number of 
single feeds per day from the 1st (6.2) to the 4th 
day (8.6) and then a decrease from the 6th day, to 
7.9 on the 7th day; bottle-fed babies, however, 
reached the highest average on the 3rd day. The 
number of supplementary and complementary 
feeds decreased after the 2nd day in the breast-fed. 
rhe maximum number of feeds taken in any one 
day was 17. Average time at the breast increased 
from 15.9 minutes on the ist day to 21.9 on the 
jth 

Under this regimen both breast-fed and bottle- 
fed babies follow a fairly constant pattern as 
regards sustenance. The mother can therefore be 
told that early variations in demand are normal, 
ind that eventually the number of feeds required 
will approximate to the orthodox. 

Records of test-feeding and of weight are not 
viven: it would be of interest to know whether an 
nitial decrease in birth weight was avoided, as is 
the case, on occasion, with breast-fed infants born 
it home V. Reade 


045. Excretion and Intake of B Vitamins in New- 
born Infants. 


By R. F. A. Dean and W. 1. M. Hotman. Arch. 
Dis. Childh., 25. 292-296, Sept. 1950. 21 refs. 


Che excretion and intake of aneurin, riboflavin, 
nicotinic acid and its derivatives have been studied 
in newborn infants. After preliminary studies of 
urinary excretion balance experiments were con- 
ducted on 2 infants 


rhe aneurin and riboflavin balances were prob- 
ably negative for about 4 days, and then became 
positive. The nicotinic acid balance remained 
negative until the end of the first week, largely 
because of the extremely high excretion of N- 
methylnicotinamide. This high excretion may be 
due to the fact that infants, unlike adults, appear 
to produce in their urine much less N-methyl-2- 
pyridone-5-carboxylamide than N-methylnicotina- 
mide. No clear evidence of bacterial synthesis of 
vitamins was obtained.—[ Authors’ summary. | 


046. Effect of Infusions of Citrated Plasma on the 
Plasma Citrate Level of Infants. 


By R. Ames, I. Sytitm, and S. Rapoport. 
Pediatrics, 6. 361-370, Sept. 1950. 3 figs., 10 refs. 


In infants receiving transfusions of citrated 
plasma, especially when given rapidly or in large 
quantities; the plasma citrate level was found to 
be increased up to 10 or even 30 times the pre- 
transfusion level. Transient mild changes in the 
clectrocardiogram, consisting of a lengthening of 
the Q-T interval, were also seen, but there was a 
lack of parallelism between these changes and the 
plasma citrate level, indicating a possible compen- 
satory mechanism. Clinical observations suggested 
that several of the patients developed incipient 


tetany, and one infant suffered a nearly fatal re- 
action, consisting of temporary arrest of respira- 
tion, with extensor spasm of limbs, Calcium was 
not administered in this case, although it was 
calculated that there was a considerable decrease 
in calcium ion concentration. Experimental 
studies have shown that convulsions and respira- 
tory and circulatory changes occurring in animals 
to which citrate had been given are primarily due 
to diminished ionization of blood calcium. 


M. Babe 


1047. Weight in Relation to Fetal and Newborn 
Mortality; Influence of Sex and Color. 


By L. BAauMGaRTNER, V. PEssixn, M. E. 
WeGMAN, and S. L. PARKER. Pediatrics, 6, 320 
342, Sept. 1950. 6 figs., 12 refs. 

Analysis was made of 209,055 live births, 6,978 
foetal deaths subsequent to 20 weeks of gestation, 
ind 5,048 neonatal deaths, reported in New York 
City in 1939 and 1940. Comparison was made of 
foetal death rates per 1,000 unborn children in 
each weight group by means of a modified life table 
method and of neonatal death rates per 1,000 live 
births in each birth-weight group, for the two 
sexes and for the white and nonwhite races. 

For all infants foetal death rates, so calculated, 
are relatively low and neonatal death rates very 
high in the lower weight groups. Both rates go up 
sharply in the higher weight groups, indicating 
that infants much over average weight are not 
good risks. Lower foetal death rates were observed 
for females in the weight groups below 3,coo gm. 
and for males in the weight groups above 3,000 gm, 
Neonatal death rates were lower for females 
throughout. The implication appears to be that 
relative maturity is more important than size in 
regard to variation in foetal death rate. 

Comparison by race indicates consistently 
higher foetal death rates for ‘nonwhite infants in 
a'l weight groups. Neonatal death rates were 
similar for white and nonwhite infants in the lower 
weight groups but higher for nonwhite infants in 
the upper weight groups. A study in 22 hospitals, 
giving presumably better care than the city-wide 
average, showed lower neonatal rates for the non- 
white infants in the lower weight groups. It is 
inferred that comparisons of observed mortality 
differences by race must consider differences be- 
tween the races in regard to extrinsic factors such 
as economic status, nutrition and care. 

For practical purposes a uniform criterion of 
birth weight, 2,500 gm., should be maintained in 
the diagnosis of prematurity. Using a method of 
combining foetal and neonatal mortality exper?- 
ence to measure the total risk to unborn children 
of different weights, it was possible to calculate 
‘best birth weights ’ These were found to be 
about 120 gm. lower for female than for male, and 
about 160 gm. lower for nonwhite than for white 
births.—! Authors’ summary. ] 
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MATERNAL MORBIDITY, 
MORTALITY 


1048. Postpartum Hemorrhoids. Treatment with 
Rectal Suppositories—A Simple, Economical Method 
of Inducing Bowel Movements in Postpartum Patients. 

By H. E. Ayers and M.L. Stone. Med. Times, 
N.Y., 78. 573-575, Dec. 1950. 

1049. Emboli from the Amniotic Fluid. (Over 

ruchtwater embolieen. ) 

By R. F. van WERING. Ned. Tijdschr. Verlosk., 
50. 351-359, 1950. 5 figs. 

1050. Factors Influencing Obstetric Mortality. 

By M. W. Battie, North Carolina med. /., 11, 


652-655, Dec. 1950. 4 figs., 3 refs. 


OBSTETRIC OPERATIONS 


105!. The Changing Place of Caesarean Section. 
By J. W. JoHNnstoneE. Med. J. Aust., 1, 188 
192, Feb. 3, 1951. 3 figs., 8 refs. 


1052. Methods of Temporary Apposition of the 
Peritoneal Edges in Conservative Suprapubic Caesar- 
ean Section with Exclusion of the Peritoneal Cavity. 
(Sui metodi di avvicinamento temporaneo dei lembi 
peritoneali nel taglio cesarea conservatore soprasin- 
tisario con esclusione della cavita peritoneale. ) 

By P. Spoto. Minerva ginec., 2, 293-296, July 
1950. 7 figs., 28 refs. 

A technique is described for lower segment 
Caesarean section in grossly infected cases by 
temporary approximation of incised pre-segmental 
peritoneum to the abdominal incision, thus exclud- 
ing the peritoneal cavity from contamination. 

Neither this nor the established extra-peritoneal 
Caesarean section is likely to become popular in 
Britain where the ordinary lower-segment opera- 
tion is generally held to be adequate, irrespective 
of previous intervention or of infection. | 


D.B. Fraser 


1053. Extraperitoneal Caesarean Section. (De 
xtraperitoneal keizersnede. ) 

Bv I. S. StnpRaM. Ned. Tijdschr. Verlosk., 50, 
321-336, 1950. 38 refs. 


1054. Lacerations of the Perineum: Surgical Treat- 
ment. 

By L. E. Poaneur. Bull. M. Hague Maternity 
Hosp., 3. 94-97, Dec. 1950. 


GYNAECOLOGY 


1055. Precocious Puberty. 

By C. W. Lioyp, J. Lopotsky, and M. Morey. 
Pediatrics, 6. 343-350, Sept. 1950. 7 figs., 13 refs. 

The authors describe 5 cases of sexual precocity, 
4 being probably of the ‘‘ constitutional ’’ type 
‘‘ pituitary precocity ’’) and one resulting from a 
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-pace-occupving lesion in the region of the hypo- 
thalamus. In addition, they report the case of an 
adult female dwarf with a history of precocious 
puberty and cessation of growth at 12 years of 
age; ovarian function is normal in this case, and the 
diagnosis one of constitutional precocity. In dis- 
cussing the differentiation of pituitary precocity 
from precocity due to increased secretion of the 
adrenals or gonads, emphasis is placed by the 
authors on the normality of appearance (except 
that it is commensurate with that of an older child) 
ind of laboratory findings in the former type. 


)Gonadotrophin and steroid excretion values are in 


the normal range for the patient’s ‘‘ sexual age ’’, 
while in the case of adrenogenital precocity a con- 
siderable increase in excretion of 17-ketosteroids 
estrogens is found, depending on whether the 
precocity is of male or female pattern. 
M. Baber 


1056. The Differential Diagnosis of Cervical 
Erosions by Colpomicroscopy. (Die Beurteilung der 
Erosion im Kolpomikroskop. ) 

By V. GRUENBERGER, Wien. klin. Wschr., 62, 
938-940, Dec. 15, 1950. 3 refs. 


1057. Mechanism by which Progesterone and 
other Steroids Inhibit the Vaginal Action of 
Oestradiol. 

By J. M. Rosson. J. Endocrinol., 6. 449-455, 
July 1950. 3 refs 

The action of certain steroids in inhibiting the 
vaginal cornification produced by oestradiol was 
studied in mice after ovariectomy. The oestradiol 
was given subcutaneously in otly solution twice 
daily for 2 days. The effect of 0.5 ug. oestradiol 
was markedly inhibited by the injection of 20 xg. 
of methyl testerone subcutaneously, but was only 
slightly inhibited by the same substance applied 
locally to the vagina (at the same time as or for 
3 days before the administration of oestradiol), or 
given by stomach tube or percutaneously in solu- 
tion in alcohol, even when large doses were used 
(up to 2 mg., 5 mg., and 1 mg. respectively). Pro- 
gesterone and deoxycortone acetate applied locally 
inhibited the action of oestradiol only when given 
in doses as large as those which were active 
systemically (1 mg.), 

The failure of methyl testerone to inhibit oestra- 
diol when applied locally to the vagina was not 
due to inability to reach the vaginal cells, since in 
the absence of administration of oestradiol it pro- 
duced an increase in weight of the vagina, whether 
it was given locally or systemically. That methyl 
testerone was well absorbed when given _per- 
cutaneously or by stomach-tube was also shown by 
the subsequent increase in weight of the vagina 
and uterus. Thus it appeared that the antagonism 
between oestradiol and the other steroids did not 
occur at the level of the vaginal cells. 

Robert de Mowbray 
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1058. Treatment of Kraurosis Vulvae. 
By R. B. GReensiatr. Postgrad, Med., 8, 471 
478, Dec. 1950. 7 figs., 23 refs 


DISORDERS OF FUNCTION 


1059. Premenstrual Tension. 

By J. H. Morton. Amer. ]. Obstet. Gynec., 
60. 343-352, Aug. 1950. 5 figs., 22 refs. 

Ihe author studied 29 patients between the ages 
of 20 and 45 who suffered from ‘' premenstrual 
tension ’’, the chief symptoms being depression, 
inxiety, painful swelling of the breasts, abdominal 
bloating, nausea, and vomiting. Seventeen 
patients reported increased appetite or a craving 
for sweets in the premenstrual phase; 5 experienced 
sudden attacks of faintness relieved by eating. 
Basal temperature and body weight were recorded 
in all cases: 23 patients were subjected to endo- 
metrial biopsy immediately before, or within 18 
hours after, the onset of menstruation. Other 
mvestigations included vaginal smears and hor- 
mone assays. These investigations indicated a 
decreased or absent secretion of progesterone which 
permitted an excessive secretion of oestrogen in the 
premenstrual phase. In 16 out of 23 cases pre- 
menstrual glucose tolerance curves revealed an in- 
creased sugar tolerance. Twelve. of these patients 
developed apparent hypoglycaemic attacks during 
the investigation. None of these showed a hypo 
glycaemic curve in the postmenstrual phase 
Treatment of premenstrual tension was by the 
administration of 500 to 1,000 units of chorionic 
gonadotrophin twice weekly in the last 2 weeks of 
the cycle, together with salt restriction and dietary 
measures, L. A. Cruttenden 


060. Premenstrual Tension Treated with Vitamin 
A. 
By J. ARGonz and C. ABINZANO 


]. clin. Endo- 
rinol., 10, 1579-1590, Dec. 1950 


19 refs 


1061. Menstrual Disturbances in Infective Hepati- 
tis. (Menstruationsstérungen bei Hepatitis epid 
nica 

By V. FRIEDBERG and J. ENGE! Gynak., 
72. 1521-1524, 1950. 6 refs 


(062. Preovulatory Administration of Methyltes- 
tosterone in Refractory Functional Dysmenorrhea. 

By W. Fitter. J. Amer. med. Ass., 143, 1235 
1238, Aug. 1950. 11 refs. 

Like the poor, the problem of intractable 
dysmenorrhoea is always with us. The subject of 
this paper is the small minority of patients who 
suffer from incapacitating menstrual pain. The 
\uthor reviews briefly his long experience of treat- 
ment with analgesics, antispasmodics, and con- 
ventional endocrine therapy. His method recently 
has been to give 10 mg. of methyl testosterone 
orally thrice daily for 6 days preceding the putative 
time of ovulation. The successes have been 
dramatic in the small series of 22 cases treated so 


tar, there being no failures, the 3 patients who did 
not respond being subsequently found to have 
adenomyoma, fibroid, and ovarian pathology 
respectively. Of the remainder, 16 experienced 
complete relief, and 3 partial relief of pain. The 
effect on ovulation was checked by basal 
temperature records and im no case did the admini- 
stration of androgen cause suppression of ovula- 
tion. The author suggests that the beneficial 
results are due to an alteration in hormonal con- 
centrations in the post-ovulatory phase. Publica- 
tion of this report has been delayed and up to 
4 years has elapsed in some of the cases without 
return of the symptoms. 
Kenneth Bowes 


003. A General Survey of Dysmenorrhea. 
By D. Coutton. J. Maine med. Ass.. 41 
445-448, Dec. 1950. 9 refs. 


1064. Evaluation of an Estrogen, Androgen, 
Estrogen-androgen Combination, and a Placebo in the 
Treatment of the Menopause. 

By R. B. GREENBLATT, W. E. BarrieLp, J. F 
GARNER, G. L. CaALK, and J. P. Harrop. /. clin 
Endocrinol., 10, 1547-1558, Dec. 1950. 14 refs. 


1005. Hormone Depot Treatment at the Meno- 
pause. (Hormon-Depot-Behandlung in Klimakterium.) 

By C. W. Baper and H. J. LamsBertz. Zbl. 
Gyndk., 72, 1524-1526, 1950. 21 refs. 


1066. The Treatment with Oestrogens of Hyper- 
thyroidism Occurring After Castration or Menopause. 
(Traitement par les oestrogénes des hyperthy- 
roidies aprés castration ou ménopause résultats éloig- 
nés.) 

By J. LEDERER. Ann. Endocrinol., Paris, 11, 
459-470, 1950. 5 figs., 47 refs 


i067. Occupational Disturbances of Reproduction. 
Las disgenesias laborales. ) 

By J. Luts pve ALLEs. Toko-ginec 
pract., 9, 595-600, Nov., 1950. 10 refs. 


1068. The Role of Retroversion in Sterility. (Le 
role des rétro-déviations utérines dans la stérilité.) 

By M. O1zErovicr. Rev. france. Gynéc., 45, 
314-318, Nov.-Dec. 1950 


ANOMALIES OF THE 
REPRODUCTIVE ORGANS 


roby. Congenital Absence of the Uterus and 
Adnexae. (Absence congénitale de l'utérus et des 
rganes annexes.) 

By U. Forcet. Un. méd. Can., 79, 1448-1449, 
Dec. 1950. 2 figs. 


INFECTIONS OF THE REPRODUCTIVE ORGANS. 


1070. Gonococci and the Menstrual Cycle. 
By T. PurKoNeN and K. Epettna. J. vener. Dts 
Inform., 31, 263-267, Oct. 1950. 11 refs. 
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REVIEW OF CURRENT LITERATURE 


Ot 807 cervical smears and cultures taken from 
343 women admitted to a venereal diseases hospital 
in Finland on account of gonorrhoeal cervicitis, 
gonococci were found in 394 (48.7 per cent) of the 
smears and in 560 (69.4 per cent) of the cultures. 

The results are analyzed according to whether 
the specimens were taken during the menstrual, 
postmenstrual, ovulatory, post-ovulatory phase, 
or at an uncertain phase of the menstrual cycle. 
When the phase was calculated forward from the 
preceding menstrual period, the percentage of 
positive cultures in the different phases varied only 
between 64.2 and 69.7 per cent. Some divergence 
was, however, between the incidences of positive 
smears. Thus 59.6 per cent of 151 smears taken 
during the menstrual phase were positive, as against 
52.4 per cent (75 out of 143) of those taken during 
the postmenstrual phase, and only 41.4 per cent 
48 out of 116) of those taken during the post- 
ovulatory phase. When the phases were calculated 
backwards from the subsequent menstrual period 
in 511 patients these differences were even more 
striking. The highest rate of positive smears was 
50.4 per cent of those taken during the post- 
menstrual phase, as against only 36.4 per cent of 
those taken during the pre-menstrual phase. 

R.R. Wilcox 


1071. Vaginal Corynebacteria. 
By N. Laucuton. J. Hyg., Camb., 48, 346-356, 
Sept. 1950. 7 figs., 22 refs. 


Involvement of the Urinary Tract and its 
Sequelae in Acute Inflammation of the Pelvic Con- 
nective Tissue. (Ueber die Miterkrankung der 
abfiihrenden Harnwege und deren Folgen bei der 
ikuten Beckenbindegewebsentziindung. ) 

By H. v. Brarrenserc. Zbl. Gyndk., 72, 
1489-1499, 1950. 2 figs., 3 refs. 


1072. 


1073. Antibiotics in the Treatment of Genital 
Tuberculosis in Women. 

By A. B. V. Rypex. Acta obsiet. gyne 
scand., 30, Suppl. 2, 1950. 5 figs., bibliography. 

The author has investigated the effect of anti- 
biotics on female genital tuberculosis, and presents 
1 detailed account of his results. His material 
consisted of 33 patients complaining primarily of 
infertility; in 7 a diagnosis of pelvic inflam- 
matory disease had been made, while in the 
remainder salpingography had suggested tuber- 
culous salpingitis. In all cases tuberculous endo- 
metritis was found by biopsy or curettage and 
inimal inoculation with the curettings gave a 
positive result in 55 out of 58 examinations. Treat- 
ment consisted in the administration of strepto- 
mycin by injection and/or para-aminosalicylate 
PAS) by mouth. [It is not recorded whether the 
patients were confined to bed.| The most satis- 
factory dosage of streptomycin was found to be 
0.5 g. twice daily, and of PAS ro gr. daily, but 
larger doses were used in the earlier cases. In 
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addition to streptomycin, chaulmoogra oil was 
given to 4 patients. During treatment weekly biop- 
sies of the endometrium were taken, and the drug 
was discontinued when the histology was normal 
and animal inoculation was negative. Curettage, 
animal inoculation, and  salpingography were 
repeated 2 to 3 months later. All patients are 
described as having been cured, with 3 relapses. 
Treatment was followed by operation on 13 
patients, usually in an effort to restore fertility, 
and 9 of these are described as ‘* definitely cured ’’. 
The average duration of treatment needed to 
secure negative findings was 36 days with strepto- 
mycin (with or without additional PAS), 75 days 
with PAS alone, and 28.5 days with streptomycin 
and chaulmoogra oil. 

The author comments on the relative frequency 
of the disease and the freedom of the patients from 
symptoms other than sterility. He considers that 
endometrial infection is always secondary to tubal 
disease (there were 12 patients with a previous 
history of tuberculous peritonitis), but that post- 
menstrual recurrence is due to infection of the 
basal layer of the endometrium. He has found no 
evidence of uterine hypoplasia or ovarian dys- 
function. He has taken numerous specimens of 
cervical secretion for bacteriological examination, 
and has obtained very few results positive for 
tuberculosis. He is emphatic that there has been 
no exacerbation of any inflammatory process either 


by salpingography (using a water-soluble medium) 

or by curettage (without cervical dilatation). 
{This is a most valuable paper, but there is 

inadequate information as to the late results. It 


is not clear whether the 3 ‘‘ relapses ’’’ were found 
on re-examination 2 or 3 months after treatment 
or whether the patients presented later with 
symptoms, and there is no report on the state of 
the pelvis in the 4 patients who were found at 
operation not to be “‘ definitely cured ’’. A further 
report would be most instructive, and should help 
to clear up the outstanding questions as to whether, 
in this disease, ovarian function may safely be 
conserved (which is probable) and whether there is 
any prospect of restoration of fertility (which seems 
unlikely).] W. J. Mills 


1074. Tuberculous Endometritis and Menstrual 
Changes. (Endometritis tuberculosa y alteraciones 
menstrue les. ) 

By G. pr Paota and E. Remy Sova. 
Ginec. lat.-amer., 8, 432-439, Sept. 1950. 


Obstet. 
9 refs 


1075. The Conservative Treatment of Salpingitis, 
Complicating Myomata Uteri. 

By H. C. Fark and G. Biinick. Ann. Surg., 
132, 247-252, Aug. 1950. 3 figs., 17 refs. 

Fibroids occur at a younger age in negro women 
than in white and one-third of the predominantly 
negro patients admitted with myomata to the 
Harlem Hospital, New York, have co-incidental 


pelvic inflammation. To be effective, chemo- 
therapy must be started within 5 days of the onset 
oi infection and is therefore of little value in such 
cases, 20 per cent requiring surgical treatment by 
salpingectomy or salpingo-odphorectomy. The 
mortality is between 4.1 per cent and 8.4 per cent, 
and in 70 per cent of cases damage to the ovarian 
vessels necessitates odphorectomy, while of the 
remainder 5 per cent to 10 per cent subsequently 
develop cystic ovaries. 

\ series of 135 consecutive cases is reported, the 
patients ages ranging trom 23 to 49 and averaging 
30. The need tor conservation of the ovaries can 
be met by dividing the pathway of re-infection 
between the cervix and the tube, with conservative 
treatment for the latter. In this series, how- 
ever, hysterectomy was used to achieve the 
same result, and to cure the fibroids. The 
mortality was reduced by leaving adherent 
idnexae, though in 85 cases where an ovarian or 
tubo-ovarian abscess, severe cystic disease, or 
ovarian tumour was present, salpingo-odphorec- 
tomy was carried out for cystic ovaries in 71, 
tubo-ovarian abscess in 8, hydrosalpinx in 4, and 
tumour in 2 cases. The commonest symptoms 
dysmenorrhoea, and nfetro-menorrhagia. 
Leucorrhoea occurred less often. The patients were 
given up to 3 weeks’ pre-operative chemotherapy 
until the erythrocyte sedimentation rate had 
fallen to 13 mm. in 30 minutes. In 131 cases 
hysterectomy, either total or subtotal, was per 
formed, and 113 patients were discharged before 
the 17th day after operation. Complications were 
rare, and there was 1 death 

Of the 135 patients 98 were followed up over a 
maximum period of 3% years; 85 per cent were 
clinically cured, 14 per cent were improved, and 
there was one failure. Residual signs and symptoms 
were recorded in 37 cases and abdominal pain, 
menopausal symptoms, leucorrhoea, dysuria, 
vaginal polyp, adnexal masses, cervicitis, and 
thrombophlebitis Elaine M. Sunderland 


were pain, 


070. Survival of Trichomonas vaginalis in Vaginal 
Discharge. 

By J. F. Kesser and C. F. THompson. Proc. 
Soc. exp. Biol. N.Y.. 74, 755-758, Aug. 1950 
1 fig., 18 refs 

Earlier workers have established the fact that 
Trichomonas vaginalis can survive for a few hours 
at room temperature in dried specimens of vaginal 
discharge, and that most trichomonads survive for 
24 hours in vaginal discharge kept at room tempera- 
ture in cover-slip preparations sealed with paraffin, 
. few remaining active after as long as 5 days 
The authors of this paper collected vaginal dis- 
charge from 50 untreated patients with tricho- 
monas vaginitis, 7. vaginalis found active in 
samples taken from a speculum immediately after 
its removal from the patient. Of these samples 


+1 ml. was inoculated immediately into 10 ml. of 
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Lash’s serum medium (Amer. J. trop. Med., 1948, 
28, 111) to which 1.0 g. of cysteine hydro-chloride 
per 1,000 ml, had been added in an attempt to 
diminish bacterial growth by reducing the oxygen 
tension. These cultures were incubated at 37°C. 
and examined after 48 hours, when subcultures 
were made. Another 0.5 ml. of the vaginal dis- 
charge was put on the enamelled surface of a 
wooden block, within a wax-pencil circle, and a 
small portion removed and examined for living 
trichomonas after 10, 20, 30, and 45 minutes and 
I, 2, 3, 4, 5,6 and7 hours. At each examination 
an equivalent amount was put in culture medium 
and examined after 48 hours’ incubation. For the 
first 5 hours the drops on the wooden block were 
moist enough to allow the making of smears, but 
it 6 and 7 hours the addition of saline was necessary 
for this purpose. 
It was found that the trichomonads survived for 
$5 minutes in all of the 50 drops of vaginal discharge 
studied, and that they survived in 29 (58 per cent) 
of these for 3 hours and in 2 (4 per cent) for 6 hours 
Although the authors did not transfer infection to 
volunteers from the vaginal discharges studied 
[they do not state whether this was actually 
ittempted], such experimental infection has been 
shown to be possible with cultures, and they con- 
clude from their results that T. vaginalis infection 
may be shown to be possible with cultures, and 
they therefore conclude from their results that 
T. vaginalis infection may be transmitted by 
fomites, such as towels, toilets, and washing 
cloths. G. Lapage 


1077. Treatment of Vaginal Trichomoniasis with 
Ultraviolet Irradiation. (Essai de traitement de la 
trichomoniase vaginale par _ irradiations  ultra- 
violettes. ) 

By R. Dana. Gynaecologia, Basel, 130, 06-102, 
Aug. 1950. 

The fact that treatment of vaginal tricho- 
moniasis by chemical means takes an average of 3 
months decided the author to perform laboratory 
tests, at the Institute of Parasitology of the Charles 
University, Prague, of the efficacy of ultra-violet 
irradiation in sterilizing cultures of vaginal flagel- 
lates in vitro. The apparatus used for the purpose 
consisted of a 300-watt quartz lamp placed inside 
a quartz cylinder 12 cm. long and 3.5 cm. in 
diameter, with water circulating between the lamp 
and the cylinder so that absolutely cold radiation 
was obtained. It was found that after a total 
irradiation time of 45 seconds no living flagellates 
were to be seen, and none could be cultured from 
a culture of Trichomonas columbae in which the 
lamp was immersed. 

In subsequent clinical tests 13 patients were 
treated for vaginal trichomoniasis with ultraviolet 
ontact irradiation, the apparatus described above 
being used, and in later cases being rotated inside 
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the vagina to ensure even distribution. This 
dynamic method of irradiation was especially 
successful, all of 6 patients being cured after one 
irradiation of 55 seconds, It is pointed out, how- 
ever, that the length of irradiation is rather critical, 
and women between 20 and 4o will not tolerate 
a treatment exceeding 50 seconds without develop- 
ing serious lesions of the mucous membrane, while 
trials with periods of 80 and go seconds respectively 
produced very severe colpitis in 2 cases. Women 
immediately before and during the menopause will 
stand irradiation for up to r minute. In some cases 
improvement became manifest by a very rapid 
regeneration of Déderlein’s bacilli after the first 
menstrual period after the irradiation. 
I. Biever 


io75. Nongonorrheal Vulvovaginitis due to Gram- 
negative Intracellular Diplococci. 

By J. D. WEavER. Amey. ]..Obstet. Gynec., 60, 
257-260, Aug. 1950. 

Of 1,014 female children at the Austin State 
School, Texas, 262 (25.8 per cent) were found to 
have some degree of genital infection and the 
bacteriology of this was studied. In 12 of these 
children there was vulvovaginitis from which 
Gram-negative diplococci were obtained, but these 
organisms proved to be Nesseria sicca and not the 
gonococcus, though the gross findings in the tissues, 
as well as the stained smears, appeared the same 
as those in gonorrhoea. 

The distinction between these two Gram- 
negative intra- extra-cellular diplococci 
depends on their cultural peculiarities and on 
fermentation tests, not on staining properties. 
The author therefore suggests that these methods 
of bacteriological diagnosis should be used in all 
suspected cases of gonorrhoea, but particularly in 
juvenile vulvovaginitis. Donald Beaton 


NEW GROWTHS OF THE 
REPRODUCTIVE ORGANS 


1079. Sarcoma Botryoides of the Genital Tract in 
Female Children. 

By R. SHackman. Brit. ]. Surg., 38, 26-30, July 
1050. 6 figs., 31 refs. 

The term sarcoma botryoides was first used by 
Gersant in 1854. It describes a malignant meso- 
dermal tumour, like a bunch of grapes, which arises 
from the lower part of the female genital tract 
both in adults and in children, the site being pre- 
dominantly vaginal in children, and uterine in 
adults. Similar grape-like tumours have been 
described arising from the skeletal musculature, 
palate, oesophagus, suprarenal, ovary, bladder, 
prostrate, spermatic cord, lungs and breast. To the 
naked eye the tumour consists of oedematous 
moist, polypoid, fleshy masses hanging down the 
vagina and sometimes protruding between the 
labia. Superficial necrosis may be present with 
bleeding discharge. The _recto-vaginal 
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or vesico-vaginal septum may be invaded and 
the uterine wall may be penetrated, leading 
to fatal peritonitis. The bladder outlet may 
be obstructed. Dissemination of the growth 
of the pelvic and para-aortic lymph nodes 
and to the lungs and _ pleura’ has _ been 
reported, but metastasis is rare. Microscopically, 
the appearances suggest those of a rhabdomyo- 
sarcoma. Epithelial cells of the vaginal skin may 
cover the tumour and indent its surface, and 
ulceration may be present. The presence of bone 
and cartilage has been described 

Of the 54 children whose case records are avail- 
able in the literature, only 5 appear to have sur- 
vived 2 years or more. Local operations being 
commonly followed by local recurrence, it was 
decided to undertake radical surgical treatment 
in a child of 4 years, whose case is described, 
excision of the vulva, vagina, uterus, bladder, and 
urethra being carried out after preliminary trans- 
plantation of the ureters into the colon. At 
operation, there was no evidence of spread of 
disease to the pelvic lymph nodes. On re-exam- 
ination 2'; years from the time she was first seen 
the child was well, attended school and had 
complete urinary control. There was no sign of 
persistence of the disease. It is still too early to 
claim a cure, but the result to date would appear 
to justify optimism and to demonstrate the 
feasibility, even in very young children, of an 
operation which is admittedly radical, but which 
offers some hope in an otherwise lethal disease 

Lilian Raftery 


Hidradenoma of the Vulva. 

By N. P. Anperson. Arch. Derm. Syph., 
Chicago, 62, 873-892, Dec. 1950. 6 figs., biblio- 
graphy. 


ro31. Vaginal Metastasis from a Hypernephroma. 
(Hipernefroma vaginal metastasico. ) 

By J. C. AHUMaDa and L. A. ARRIGHI. Obstet. 
Ginec. lat.-amer., 8, 392-402, Sept. 1950. 4 figs., 
24 refs. 

1032. Carcinoma of the 
Woman. (Ueber ein 
Prostata. ) 

By M. PENKERT. 
1950. 1 fig. 


Prostatic Anlage in a 
Karzinom der weiblichen 


Zbl. Gynik., 72, 1469-1477, 


1083. Total Uterine Sampling. A Proposed Aid in 
the Early Cytologic Detection of Cancer. 

By J. B. Doyre. New. Engl. J. Med., 243, 
121-124, July 27, 1950. 6 figs., 16 refs. 

A method of obtaining samples of tissue from the 
cervix, cervical canal, and endometrium is 
described (total uterine sampling). It is carried out 
on the first day of the menstrual cycle, so that a 
spontaneous sample of the stratum compactum is 
obtained. The author has designed a plastic 
““ spoon ’’ to fit into the posterior vaginal fornix 
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which can be worn throughout the day, the 
menstrual flow being absorbed by a _ vaginal 
tampon. The endometrial fragments collect into 
the 4-ml. cup of the spoon. Scrapings from the 
cervical canal and squamocolumnar junction of the 
cervix may be obtained directly with the rim of 
the spoon. 

The author presents this simple procedure as an 
early screening aid in the diagnosis of uterine 
cancer, but insists that it should be supplemented 
by biopsy examination before a final diagnosis is 
made Barbara ]. Nathan 


1084. Cytological Diagnosis of Cancer of the Uterus 
by Means of the Vaginal Smear. (Cyto-diagnostic du 

incer utérin par les frottis vaginaux.) 

By A. SicaRp, M. and V. Best- 
MENSKY. Pr. méd., 82, 1460-1461, Dec. 25, 1950 
8 figs., 5 refs 


1085. The Value of the Vaginal Smear in the 
Detection of Cancer of the Uterus. (La valeur des 
frottis vaginaux dans la détection du cancer utérin.) 

By A. Nertrer, H. YANeEva, A. LAMBERT, and 
P. Lautante. Pr. méd., 59, 2, Jan. 6, 1951. 


1086. Disturbance of Outflow in the Upper Urin- 
ary Tract in Uterine Carcinoma. Abfluss-stérungen 
ier oberen Harnwege bei Uterus-karzinom.) 

By P. MEHRINGER. Zbl. Gynith., 72, 1483 


1489, 1950. 4 figs. 


1087. Cancer of the Cervix. An evaluation of the 
Results in 1,000 Cases with the Papanicolaou Smear 
Technic for the Detection of Carcinoma of the Cervix. 

By N. W. Swinton. Lahey Clin. Bull., 7, 78-81, 
Jan. 1951. 


108s. Subclinical Carcinoma of Cervix Uteri. 
Evaluation of Endocervical Curettage in Detection 
and Differential Diagnosis of Preinvasive and Covert 
Invasive Carcinoma. 
By E. R. Punp and J. M. Echos, J]. Amer. 
med.. Ass., 143, 1226-1228, Aug. 5, 1950. 14 refs 
The diagnosis of subclinical carcinoma of the 
ervix from the study of exfoliated cells by Papani- 
olaou's method must be confirmed by multiple 
biopsy of the squamocolumnar junction. The 
difficulty of differentiating by this means between 
pre-invasive and covert invasive carcinoma, 
however, has led to the recent recommendation of 
the additional use of endocervical curettage and 
this paper is one of the first to be published in 
which a large enough series of cases has been 
studied to permit of the evaluation of this method, 
the results in 71 cases of subclinical carcinoma thus 
examined being discussed. In 55 of these, cervical 
biopsy was performed as well, but only in 44 did 
the biopsy reveal carcinoma. In 9 of the cases 
negative on biopsy the diagnosis was made by 
endocervical curettage. In 2 cases both methods 
failed to show the neoplasm, and the vaginal smear 
provided proof in one of these. Of the 9 patients 


with negative biopsy but positive endocervical 
curettage findings 5 were subjected to hysterectomy 
and in 3 of these examination of the specimen 
failed to reveal growth. Thus early carcinomatous 
lesions may be completely removed by the curett~, 
which may interfere with later diagnosis at opera- 
tion. 

In stressing the need for full examination of the 
cervix by multiple methods the authors quote a 
series of 272 cases of pre-invasive carcinoma in 162 
of which the diagnosis was made from biopsy and 
curettage and in 110 from routine examination of 
the excised uterus. During the same period no less 
than 24 cases of unsuspected covert invasive 
carcinoma were found, with extension in some 
cases even into the paracervical tissues. Thus the 
authors believe that before hysterectomy is under- 
taken for any reason preliminary study of the 
cervix should be made. The vaginal smear will 
disclose many cases of carcinoma but careful 
clinical and histological examination should also 
be made. Moreover, examination of uteri removed 
at operation shows that a diagnosis of pre-invasive 
carcinoma is not warranted from biopsy alone. 
The bearing on treatment is mentioned. If the 
carcinoma is confined to the natural surfaces the 
authors deem that lymphatic permeation is most 
unlikely and for the young patient total hysterec- 
tomy with preservation of the ovaries is recom- 
mended. Kenneth Bowes 


1089. Cytochemical Study of Glycogen in the 
Diagnosis of Cervical Cancer. 

By W. B. Ayre and J. E. Ayre. Amer. J 
clin. Path., 20, 644-650, July 1950. 3 figs, 17 refs. 

The authors studied cervical smears from 1o cases 
of squamous-celled carcinoma of the uterine cervix, 
ind also from 22 patients with benign cervical 
erosions, 15 patients with a post-menopausal 
cervical atrophy, and 22 postpartum subjects. The 
smears were prepared according to Ayre’s modifi- 
cation of the Papanicolaou technique. They were 
fixed in 95 per cent alcohol and stained with 
Ehrlich’s haematoxylin followed by Best's carmine. 
It was found that malignant cells from the 10 
cases of cervical carcinoma consistently lacked 
glycogen. In smears from cases of cervical erosion, 
ind from the postpartum and post-menopausal 
genital tracts, there frequently occur cells of the 
differentiated basal cell type which have under- 
gone some aberration of development as the result 
of environmental factors, such as trauma or 
infection. They show certain of the morpholo- 
gical characteristics of malignant cells. Glycogen 
was demonstrated in cells of this type, which were 
observed in cervical smears prepared from all the 
cases of benign cervical erosion and all the post- 
partum subjects. However, only in 5 of the 15 
smears from post-menopausal subjects did the cells 
show glycogen in sufficient quantities to be of 
diagnostic significance 
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The authors conclude that a positive reaction 
to Best’s carmine stain indicates the benign nature 
of ‘' cells of unusual morphology ”’ in vaginal and 
cervical smears. R. J. Ludford 


1oyo. The Diagnosis of Early Carcinoma of the 
Cervix. 

By G. W. DouGLas and W. E. Stuppirorp. 
Surg. Gynec. Obstet., 91, 728-741, Dec. -1950. 
24 figs., 23 refs. 


1091. Prevention of Carcinoma of the Cervix Uteri. 
By J. R. REINBERGER and W. F. Mackey. 


Memphis med. ]., 25, 194-196, 1950. 7 refs. 


1og2. Spread of Carcinoma of the Cervix Uteri to 
the Ilium. (Propagation 4 |’os iliaque d'un cancer du 
col de l’utérus.) 

By S. LABORDE 
franc. Cancer, 37, 


Dutreirx, Bull. Ass. 


2 figs. 


and J. 


281-284, 


1950 


1093. Diagnosis of Metastasis in the Urinary System 
in Carcinoma of the Cervix. (Zur Diagnostik der 
sekundaren Geschwulstbildung im uropoetischen 
System nach Kollumkarzinom. ) 

By H. G. MUELLER. Zbl. Gynik., 72, 1477-1482, 


1950. 5 figs., 8 refs. 


10g4. Radium Needle Therapy in Cancer of the 
Cervix Uteri. Description of a New Instrument. 

By H. W. Farr and D. J. Roperts, Amer. J. 
Roentgenol., 64, to10-1011, Dec. 1950. 3 figs., 
1 ref. 

1045. Transvaginal Deep X-ray Therapy in Cancer 
of the Cervix. (Roentgenthérapie transvaginale 
penétrante dans le cancer du col utérin.) 

By L. Matter, P. MouLonGuet, and R. DECKER. 
Bull. Ass. frang. Cancer, 37, 285-294, 1950. 


10960. Complementary Radiotherapy for Carcinoma 
of the Cervix. Technical Applications of Deep 
Dosage Measurements in the Cadaver. (La roentgen- 
thérapie complémentaire du cancer du col. Applica- 
tions techniques des mesures de doses profondes 
obtenues sur le cadavre.) 

By J. SWyNGEpDAuw, P. 

MONTAIGNE. 
1950. 1 fig., 8 refs. 


1097. Ovarian Tumours: Clinical and Physiologic 
Significance. 

3y V. S. COUNSELLER 
30. 689-690, Dec. 1950 


Manitoba med. Rev., 


og. Brenner Tumour of the Ovary. A Clinico- 
pathologic Study of 31 Cases. 

By W.H. Jonpant, M. B. Dockerty, and L. M 
RANDALL. Amer. J. Obstet. Gynec., 60, 160-167, 
July 1950. 4 figs., 21 refs. 

The authors review the records of 31 cases, seen 
at the Mayo Clinic between 1911 and 1947, in which 
at operation the patients were found to have 
Brenner tumour of the ovary. Nine of the tumours 


21 


were less than 1 cm. in diameter and were found 
accidentally during laparotomy. In 2 cases the 
tumours were bilateral. In 24 cases they were true 
solid ovarian growths, while in 7 they were found 
in the walls of other cysts of the ovary. All the 
tumours were considered to be benign patho- 
logically. The most frequent associated disorders 
were fibroids, chronic cervicitis, and chronic sal- 
pingitis. In 4 cases pseudomucinous cystadenoma 
of the ovary was present as well, while in another 
4 the Brenner tumour was found in the wall of the 
cystadenoma. In 2 instances the tumour was 
associated with a dermoid cyst and in 1 with a 
teratoma. The incidence of Brenner tumours was 
1.5 to 2 per cent of all ovarian tumours. The age 
of the patients varied between 34 and 76 years; 
most were between 40 and 60. 

The commonest complaint was of abdominal 
tumour, usually painless; the pelvic tumour was 
sometimes an accidental finding. Irregular bleed- 
ing or post-menopausal bleeding was always due to 
an associated lesion. No effect on either menstrual 
function or fertility was discovered. 

The authors state that as the tumour is invari- 
ably benign, simple o6phorectomy is all that is 
needed. Often associated pelvic lesions make a 
pelvic clearance necessary. No evidence of recur- 
rence was found in any case followed up, nor could 
it be said that the tumour ever contributed to the 
death of the patient. To date 297 authentic cases 
have been reported. 

The review of these cases did not reveal 
feature which would permit a pre-operative diag- 
Joyce Wnight 


any 


nosis to be made 


1099. Hirsuties of Ovarian Origin. (Hirsutisme van 
ovariele oorsprong.) 

By A. W. StokHuyZzEN. Ned. Tijdschr. Verlosk., 
50. 337-350, 1950. 6 figs., 12 refs. 


1100. Dysgerminoma of the Ovary. An Analysis of 
427 Cases. 

By C. W. Mvetier, P. Topxins, and W. A. 
Lapp. Amer. J. Obstet. Gynec., 60, 153-159, 
July 1950. 3 figs., 12 refs. 

This analysis of 427 cases of dysgerminoma in- 
cludes 7 personal cases. The incidence of dys- 
germinoma is given as 1.1 per cent of ovarian 
tumours and 4.7 per cent of malignant ones. The 
ages of the patients varied from 2 years to 76 years, 
and the maximum incidence occurred in the 
second and third decades. The tumours were 
bilateral in 14.6 per cent of cases and torsion had 
occurred in 5 per cent. Occasionally dysgerminoma 
was associated with pregnancy. The 5-year cure 
rate was 27.3 per cent. Where the tumour was 
confined to one ovary with an intact capsule, then 
the 5-year cure rate was 90 per cent. In cases of 
bilateral tumour or where there was evidence of 
metastases at operation the 5-year cure rate was 
less than 30 per cent. Of the total number of 
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deaths 75.6 per cent occurred in the first year 
after surgical treatment. Metastases were usually 
found in lymph nodes, liver, and lungs, but all 
organs might be invaded. Ascites was not 
necessarily an unfavourable sign, though haemor- 
rhagic ascites was. 

Malignancy varied within wide limits, and 
clinical appearances during operation were the best 
guide to the type of surgery needed. In a young 
woman who desired children simple o6phorectomy 
was permissible, provided that the tumour was 
unilateral with intact capsule, and there was no 
local infiltration or spread to regional lymph nodes, 
but even in these cases careful, follow-up was 
essential. In all other cases pelvic clearance was 
necessary. The authors recommend that if there 
is no evidence of spread at the time of operation 
irradiation should be withheld. Dysgerminoma is 
markedly radiosensitive Some success with 
androgen therapy has been reported. 

No mention is made of the incidence of pseudo 
hermaphroditism in these cases.] Jovee Wright 


1o1t. Bilateral Polycystic Ovaries. (Large White 


Ovaries.) 
By G. T. McCutcHen and E. C. Kinper. South 
Carolina ]. med. Ass., 47, 1-7, Jan. 1951. 8 figs., 
refs 


Large Ovarian Cyst in a Newborn Infant. 


By R. H. Kuwnstapter, A. Scuuttz, and 
A. A. Strauss. Amer. ]. Dis. Child., 80, 993-998, 
Dec. 1950. 4 figs., 10 refs 

1103. Clinical Features of Endometriosis. (Clinica 
ste la endometriosis. ) 

By M. GarriIGa-Roca Toko-ginec. pract., 9, 
579-5890, Nov. 1950 

104. The Treatment of Endometriosis. Trata- 
miento de la endometriosis. ) 
3v C. FERNANDEZ-Ruiz. Toko-ginec, pract., 


9 350-4575 Now 1950 


io5. The Aetiology and Pathogenesis of Endo- 
metriosis. (E-tiologia y patogenia de la endometriosis 
By J. M. Bepoya. Toko pract., 9, 537 


557, Nov. i950 


ginec 


itov. The Pathology of Endometriosis. (Anatomia 
yathologica de la endometriosis. 
By R. Aivarez ZaMora. Toko-ginec. pract., 9, 


520-536, Nov. 1950. 


1107. Postoperative Endometriosis. 
By J]. ScHwartz and C. J, Lines 
Practit. Phila., 1, 1276-1280, Dec. 1950. 35 figs., 


19 refs 


1108. Endometriosis of the Small 
Intestine. 
By B. P. Cotcock and 1 \ 


Surgery, 28, 997-1004, Dec. 1950. 3 figs., 


Large and 


LAMPHIER. 
Ss refs 
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OPE RATIONS. 
110g. Surgical Emergencies in Gynecology and 
Obstetrics. 


By N. W. Puitporr. Surg. Gynec. Obstet., 90. 
557-500, May 1950. 1 fig., 12 refs. 

Errors in management of acute surgical cases in 
gynaecological or obstetric practice can be attri- 
buted to: (1) incomplete medical investigation 
before active surgical treatment; (2) Errors in 
judgment. The latter is often due to inexperience 
or lack of general surgical training. 

The total number of admissions to the gynaeco- 
logical service of the Royal Victoria Montreal 
Maternity Hospital during 1947 and 1948 was 
3,707. All patients were admitted with a tentative 
diagnosis of a gynaecological condition. In 56 cases 
this diagnosis was found to be either partially or 
totally incorrect. The final diagnosis in these 56 
cases was: appendicitis in 11 cases; diverticulitis 
in 17 cases; acute urinary infection or calculi in 14 
cases; cholelithiasis in 1 case; cancer of the gastro- 
intestinal tract in 9 cases, and carcinoma of the 
breast in 4 

During the same 2-year period in a group of 
7,147 obstetrical patients, surgical conditions 
occurred in 26 cases during pregnancy, and opera- 
tion was needed. These complications included 
1 case of carcinoma of the cervix, 1 case of ruptured 
uterus, 6 cases of acute appendicitis, 2 cases of 
intestinal obstruction (adhesions), 5 cases of 
urinary calculi, 2 cases of papilloma of the bladder, 
3 cases of gastro-intestinal cancer, 1 case of per- 
forated gastric ulcer, 1 case of subarachnoid 
haemorrhage, 1 case of herniation of an intra- 
vertebral disk, and 3 cases of cholelithiasis. 

In a 5-year period, in 15,949 obstetrical cases 
there were 211 cases of fibromyoma complicating 
pregnancy and 24 of unilateral or bilateral ovarian 
cysts. Caesarean section with hysterectomy was 
performed because of fibroids in 29 cases, myo- 
mectomy with Caesarean section in 24 cases, and 
myomectomy during pregnancy in 16 cases; 
delivery per vaginam occurred in 156 cases. No 
mother died and the foetal mortality was 5 per 
cent. Of the 24 patients with ovarian tumours, 
12 were operated upon during the pregnancy; 
none aborted postoperatively. Ovarian cysts may 
cause acute complications in pregnancy or immedi- 
ately postpartum. 

Lilian Raftery 


1110. Forcible Peritonization in Gynaecological 
Surgery. (Las peritonizaciones forzadas en cirugia 
ginecologica. ) 

By J. J. Gomez-Sicter. Toko-ginec. pract., 9, 
590-594. Nov. 1950. 


ritr. Clinical Experience with ‘* Thrombocid 
after Gynaecological Operation. (Klinische Erfahrun- 
gen mit Thrombocid nach gynikologischen Oper 
tionen. 
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REVIEW OF CURRENT LITERATURE 
By P. H. ScHumMacHER. Dtsch. med. Wschr., 


75. 1751-1752, Dec. 28, 1950. 


1112. Elective Gynecological Surgery. 
By M. E. Hurcutnson. J. S. Carolina med. 
Ass., 46, 373-376, Dec. 1950. 14 refs. 


1113. Culdoscopy with Spinal Anesthesia. 
By J. F. SHaNapHy and J. F. ZiemBa. /. int. 
Coll. Surg., 14, 527-532, Nov. 1950. 1 fig., 11 refs. 


i114. The New Suction Curet for Use in Endo- 
metrial Biopsies. 

By W. SternperGc. J. mt. Coll. Surg., 14, 615 
616, Nov. 1950. 2 figs., 1 ref. 


1115. Uterotubal Studies Using Lipiodol. 
By J. C. BrouGcHer. J. Int. Coll. Surg., 14, 
603-607, Nov. 1950. 3 figs., 20 refs 


1116. The Treatment of Large Recto-vesical 
Fistulae. Ueber die Behandlung grosser Blasen- 
Rektum-Scheidentfisteln. ) 

By W. v. MassensacH. Zbl. Gynak., 72, 1451 
1456, 1950. 3 figs. 


1117. Surgical Aspects of Female Circumcision in 
Somaliland. 

By H.C. Laycock. E. Afr. med. ]., 27, 445-450, 
Nov. 1950. 1 ref. 


1118. Length of the Vagina following Abdominal 
Hysterectomy, Total and Subtotal. 

By M. A. CastaLtto and A. S. Wainer. Amer, J. 
Obstet. Gynec., 60, 406-410, Aug. 1950. 2 figs., 
25 rets. 

The length of the vagina following total and 
subtotal abdominal hysterectomy has been dis- 
cussed for many years, but has apparently never 
been actually measured. In a series of 120 cases 
of total and 47 of subtotal hysterectomy the vagina 
was measured before, and again 1 to 2 years after, 
operation. The pre-operative length (caruncles of 
hymen to posterior fornix) averaged 8.4 cm. 
(range 7 to 9.6 cm.). After total hysterectomy the 
average was 10.8 cm. (range 8.1 to 13 cm.), and 
after the subtotal operation the average was Io cm. 
(range 8.1 to 11 cm.). Care was taken at operation 
to detach the vagina as close to the cervix as pos- 
sible, and to support it (or the cervical stump) by 
attachment of the infundibulopelvic and round 
ligaments. In the total operation the uterosacral 
ligaments were attached to each other and the 
anterior bladder flap by a purse-string suture. This 
tvpe of operation did not cause dyspareunia. 

Aileen M. Dickens 


11190, The Present Status of Hysterectomy. 
By J. E. Hatt. Brooklyn Hosp. J., 8, 142-147, 


1950. 7 refs 
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1120. A Review of 500 Elective Operations for 
Pelvic Prolapse on Women over the Age of 60 Years. 

By A.C. G. Frost. Amer. ]. Obstet. Gynec., 60. 
489-495, Sept. 1950. 4 refs 

Nowadays more elderly patients than formerly 
expect operative relief for genital prolapse. This 
trend has resulted from the modern tendency 
towards greater activity at an older age, the spread 
of medical knowledge, and the increased expecta- 
tion of life. Of the 500 cases of prolapse in women 
between the ages of 60 and 83 years reviewed in 
this paper, 87.6 per cent were private patients and 
12.4 per cent hospital patients treated in an 11- 
year period. About half the patients were over 
65 vears of age and some 63 per cent suffered from 
hypertension. In 54 out of the 500 some significant 
additional condition was also present, ranging from 
diabetes to carcinoma of the breast. The types of 
operation performed and of anaesthetic given are 
analyzed (no less than 27.6 per cent being operated 
upon under spinal analgesia). There were 4 deaths 
in the series, all due to embolism [this statement 
is valuable and significant!. In addition there were 
2 cases of non-fatal pulmonary embolism, and 
phlebitis was observed in 5 non-fatal cases. It was 
noted pre-operatively that 13 patients had marked 
varicose veins and, of these, 3 had a fatal embolism. 
The other post-operative complications are tabu- 
lated. 

[The incidence of, and mortality from, embolism 
are interesting observations; this appears to be the 
principal hazard of operations for prolapse. In 
the discussion on the paper the question of pre- 
operative haemoglobin levels was raised and the 
treatment of anaemia stressed. | 

Kenneth Bowes 


1121. Injury to the Urinary Tract as a Complica- 
tion of Gynecological Surgery. 

By H. J. Hottoway. Amer, ]. Obstet. Gynec 
60, 30-40, July, 1950. 

The author reviews the injuries to the urinary 
tract occurring in 4,491 consecutive gynaecological 
operations performed at the Evanston Hospital, 
Illinois. There were 22 cases of injury to the 
bladder, and 9 cases of injury to the ureter. Of the 
22 bladder injuries 15 were recognized at once and 
immediately repaired, 3 occurring during vaginal 
hysterectomy, 6 during total hysterectomy, 4 
during subtotal hysterectomy, and one each during 
operations for ovarian cyst and ectopic pregnancy. 
In all these cases recovery was uneventful. In the 
7 cases in which the injury was not recognized at 
once the postoperative course was stormy. Of the 
9 cases of ureteral injury only 2 were recognized at 
the time of operation. In 6 of these cases the 
injury occurred during total abdominal hysterec- 
tomy. The most frequent site of injury was 
1.5cm. from the cervix, and the next most frequent 
the point where the ureter passes over the pelvic 
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In nearly all of the urinary injuries in this 
anatomical distorsion due to associated 
pathology was probably responsible rather than the 
technique of operation. 
\s a precautionary measure in all cases under- 
going pelvic operation the author advocates the 
pre-operative injection of 5 to 10 ml. of methylene 
blue solution into the bladder after catheterization 
In cases in which undue fixation of the pelvic organs 
is anticipated, he recommends ureteric catheteriza- 
tiou before operation. The author’s treatment of 
recognized bladder injuries consists of immediate 
with 2 layers of fine catgut, followed by 
by indwelling catheter for 8 to 10 days. 
lower part of the ureter is severed, he prefers 
into the bladder where possible 
Ata higher level anastomosis may be attempted by 


closure 
drainag 
lt the 
to reimplant it 
splinting with a ureteric catheter, passing one end 
into the renal pelvis and the other into the bladder 
If this is not possible the proximal end may be 
brought out through a stab wound in the abdominal 
wall to drain while the matter is reviewed. With 
inrecognized injury each case must be dealt with 
its merits Vesicovaginal and ureterovaginal 
fistulae must be differentiated in cases of urinary 
kage through the vagina. The former usually 
spontaneously after a period of bladder 
drainage. Ureterovaginal fistulae must be dealt 
th urgently in order to preserve the function of 
affected kidne Eileen D. M. Wilsor 


22. Genitourinary Changes following Gynecologic 
Surgery. 
L. DREXLER, R. 
Imer. J. Obstet. 
rets 


An unselected series of patients admitted to the 
gynaecological wards of the Cumberland Hospital, 
New York, were studied before and after operation 
with regard to dilatation of the urinary tract. 
Each patient underwent cystoscopic examination; 
cystometric studies were made and retrograde 
pyelograms and cystograms were taken. In all 
24 cases were studied. There were 2 cases of 
chronic pelvic inflammatory disease and 2 of 
fibromyoma of the uterus with ureteric displace- 
ment: all 4 improved after surgical treatment. In 
5 cases of prolapse there was evidence of atonicity 
of the bladder: the loss of bladder tone persisted 
after operation D. M. Sterr 


Healing with Extensive Anatomical Defect 
due to too Accurate Suture in the Urogenital System. 
(Heilung mit schwerem anatomischem Defekt durch 

zu exate ’’ chirurgische Bereich des 
Urogenital-Systems. ) 

By F. ScCHOPHL. 
4 figs. 

1124. Observations on Vaginal Ureterolithotomy. 
(Ein Beitrag zur Vaginalen Ureterolithotomi 

3y H. LuEFFE Zbl. Gvynithk., 72, 1461 
1050. 2 figs. 
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Zbi. Gyndik., 72, 1456-1460, 


1950. 


1463 


Lithotomy in Women in Ancient 
Medicine. (Zum Bldsensteinschnitt bein 
altindischen Medizin.) 

3y R. F. G. Mvue Zbl]. Gynik., 72, 1441 
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1126. Diverticulum of the Female Urethra. 


By E. B. 
Iss) Alabama 


FRAZER and H. H. Mintz. /. 
20, 204-207, Dec. 1950 


mea. 


| 

ts. 
| 
fn 


In the Si ervice... 


NCE surgery or drugs have effected 

the utmost improvement in a 
diseased part, one naturally turns to con- 
sideration of providing a regimen which 
will regenerate the patient’s whole strength 
and renew his former vigour. 


At the commencement of this second 
stage of treatment, especially after chronic, 
debilitating illnesses necessitating long 
periods in bed, patients seldom welcome 
a sudden return to their everyday solid 
meals; their digestive tracts require some 
time to be re-accustomed to cope with 
conventional diets. 


In th e For providing first-class nutriment in con- 
: valescence, in the acceptable and rapidly 
Service of digestible form of a food beverage, your 
best choice is ‘ Ovaltine’: its contents of 
Convalescence malt, milk, cocoa, soya, eggs and added 
vitamins are recognized body-builders of 
richest quality; its meticulously controlled 
manufacture ensures the retention of all 
the naturally occurring accessory factors so 
essential for post-surgical and post-infec- 
tious recovery; your patients will welcome 
its delicious flavour and will benefit from 

its outstanding nutritional qualities. 


Vitamin Standardization 
per oz.—Vitamin B,, 0.3 mg.; 
Vitamin D, 350 i.u.; Niacin, 2 mg. 


OVALTINE 
WANDER LIMITED. LONDON, Wi 
Factory, Forms ond *Ovaltine’ Research Laboratories King’s Langley. Herts, 


Made in Great Britain. Printed by John Sherratt and Son 
Park Road, Altrincham 
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